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Postural defects of the kypholordotic type are often 
productive of painful manifestations that are easily 
relieved by proper corrective exercises. In addition, 
however, postural defects are also generally believed to 
be a handicap to various physielogic functions of the 
body.’ The following observations, which are supple- 


mentary to those reported in a previous paper,’ have 


been made in an effort to determine to what extent this 
belief is justified by clinical and experimental evidence ; 
also to evaluate what benefit, other than relief of pain, 
may be anticipated from the orthopedic correction ot 
faulty posture. 3 

METHODS 

Observations were made on a series of twenty-six 
healthy adults of both sexes having disorders of the 
back attributable to postural strain. All subjects had 
received instructions in the correction of their postural 
defects. Twenty-three subjects were studied with 
respect to the immediate physiologic effects of chang- 
ing from a faulty posture to a corrected posture; eight 
of these were further studied with respect to the degree 
of permanence of these effects following a year of 
routine corrective exercises. The following studies 
were carried out in both correct and faulty postures 
on the same day and (in eight subjects) after an 
interval of one year: 

1. Orthodiagrams, with special reference to the 
thoracic and cardiac measurements and the maximum 
diaphragmatic excursions. (Diaphragmatic measure- 
ments were made from the highest point of the dome. ) 

2. Estimations of vital capacity. 

3. Electrocardiograms. 

4. Estimations of oxygen consumption, respiratory 
rate, tidal air and respiratory minute volume (obtained 
by means of a standard oxygen filled spirometer for 
metabolism determination ). 

5. Repeated estimations of blood pressure and pulse 
rate over ten minute periods with preceding and inter- 
vening ten minute periods during which the subject 
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was recumbent. A rating for circulatory efficiency was 
thus obtained by subjecting these values to the criteria 
of Turner.’ 

RESULTS 

Immediate Effects—The immediate effects of cor- 
recting faulty posture are outlined in table 1. From 
these results it is apparent that there is surprisingly 
little uniformity in the effects of postural correction 
between different individuals. These individual vari- 
ations could not be correlated with the extent of the 
postural defect nor could the reaction of any particular 
subject be predicted in any way. It may be reasonably 
contluded from this that the correction of faulty pos- 
ture must afford a variable degree of benefit to differ- 
ent individuals and that its effect is generally unrelated 
to the grade of the postural error. This conclusion is 
borne out by the following detailed consideration of 
the influence of posture on the circulatory and respira- 
tory function of the body. 

Transverse Diameter of the Chest—On assuming a 
corrected posture, the transverse diameter of the chest 
(made in the position of normal expiration) was 
increased in eight subjects, unchanged in eleven and 
decreased in four. The inconstancy of this change is 
attributed to the fact that the increase in the transverse 
diameter in the good posture may be slight or nil com- 
pared to the increase in the anteroposterior diameter ; 
furthermore, it was observed that in the faulty posture 
the lower part of the chest, in the presence of marked 
kyphosis with little increase in lumbar lordosis, may 
he expanded as the result of upward compression of 
the abdominal viscera. 

Position of the Diaphragm.—lIt has been stated that 
the diaphragm is characteristically elevated in the cor- 
rected posture.’ In the present study this did not 
always appear to be the case, for the correction of 
posture was associated with an elevation of the dia- 
phragm in only ten subjects, whereas the height of the 
diaphragm was unchanged in four subjects and was 
decreased in nine. It seems quite evident why the 
diaphragm is not necessarily higher in the corrected 
posture (figs. 1 and 2). When the thoracic spine is 
straightened, the chest is elongated and the diaphragm. 
although higher with respect to the sacrum, may 
actually be lower with respect to the first ribs (from 
which the accompanying measurements were made). 
Moreover, in cases presenting increased kyphosis, the 
slumped posture may cause the higher elevation of the 
diaphragm by upward compression of the abdominal 
viscera. It is probably for the latter reason that in at 
least eight instances the normal excursions of the dia- 
phragm were greater in the position in which the 
diaphragm was low rather than high. 
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Position of the Heart.—It has also been stated that 
the heart is characteristically more transverse in the 
corrected posture, owing to the higher position of the 
diaphragm.' In the present study, however, the heart 
became more transverse in the corrected posture in 
only six instances; in seven there was no significant 
change, while in ten 
the transverse diam- 
eter of the heart was 
decreased. The 
change in position of 
the heart was con- 
firmed by a corre- 
sponding axis devia- 
tion of the electro- 
cardiogram in all but 
two cases. (These 
two discrepancies are 
probably attributable 
to the fact that the 
electrical axis of the 
heart may be shifted 
in the opposite direc- 
tion by rotation and lateral displacement of the heart. 
Rotation and lateral displacement of the heart were 
often observed under the fluoroscope.) The ten 
instances in which the heart did not become more 
transverse on elevation of the diaphragm may be 
explained by the fact that, first, when the thoracic 
spine is straightened the heart is elevated by its attach- 
ments to the cervical fascia and tends to become more 
dependent, and, second, when the heart is pushed 
upward by the diaphragm it sometimes rotates around 
its vertical axis so that its anteroposterior silhouette 
may appear less wide. No obvious relationship was 
noted between the position of the heart and the circula- 
tory efficiency, although such a relationship undoubtedly 
exists in extreme cases and probably also in certain 
cases of organic heart disease. 

Diaphragmatic Excursions —In the corrected pos- 


1.—Orthodiagram showing higher. 
diaphragm and more transverse heart asso- 


Fig. 


ciated with the corrected posture. The 
solid line indicates the corrected posture; 
the broken line, the faulty posture. 
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therefore, manifestly tends to incyease the vital capacity, 
and since this function is closely correlated with cardio- 
vascular efficiency it is reasonable to conclude on this 
basis that a correct posture is a substantial benefit to 
the circulation. On the other hand, it should be pointed 
out that, when erect, many subjects stooped somewhat 
to complete expiration and, when slumped, became 
momentarily more erect during the preliminary inspira- 
tion. In fact, it was quite evident that the vital capacity 


is really diminished by extreme correction of posture 
as well as by a marked slump and that a certain degree 
of flexibility is requisite for optimum results. 
Electrocardiogram.—Change of posture produced no 
significant alteration of the electrocardiogram other 
as previously 


than deviation of the electrical axis, 
noted. Occasionally 
the amplitude of the 
T waves in lead 3 
was correspondingly 
modified. 

Oxygen Consump- 
tion. —In the cor- 
rected posture the 
oxygen consumption 
was increased in 
seven subjects, un- 
changed in eight and 
decreased in six. 
(The limit of ex- 
perimental error was 
arbitrarily set at 25 
ce.) Although these 
figures are inconclusive, the impression was gained that 
the corrected posture tends to be associated with a rela- 
tively lower oxygen consumption, but higher values are 
obtained in those instances in which the subject exerts 
unusual physical effort in maintaining his correction. 

Respiration—In the corrected posture the depth of 
respiration (tidal air) was increased in fifteen subjects, 


‘ 
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Fig. 2.—Orthodiagram 
diaphragm and more 
associated with the correct 


showing lower 
e ent heart 

posture. The 
solid line indicates the corrected posture; 
the broken line, the faulty posture. 


ture the extent of the diaphragmatic excursions between unchanged in three and decreased in five. Increase in 
. . . 
TasLe 1.—The Immediate Changes with Correction of Posture 
Subject Average 
1 2 3 4 5 6 7 9 10 Hr 
Transverse diameter of chest.... + 0 — + + 0 0 06 + 0 eo + 86 8 + —= &€ — © + =— + @6 8 4 ll 
‘Transverse diameter of heart... — 0 + —- —- O0O + = + + — @ + — + 6 10 7 
Height of diaphragm 
0 + 0 — 0 0 + + + — + + Mtl 6 5 
Excursion of diaphragm 
left devia- 
+ @ + + @ + + + + + + + + + 3 5 
rate..... + + — — 0 - © —- + © 4 14 4 
+ + + + + + + — + + + -- 0 — + + + 4 3 
minute volume..... + + + + + + — @ + + + — + — + QO + + 
Oxygen consumption............ - — 0 — + + @ 0 7 
In these tables 0 indicates no change on shifting from a faulty to a correct posture; +, increase; —, decrease. 


maximum inspiration and expiration was increased in 
nine subjects, unchanged in four and decreased in nine. 
The extent of the diaphragmatic excursions appeared 
to be unrelated either to the type of posture assumed 
or to any of the recorded effects that might be attributed 
to posture. It has no obvious correlation with the vital 
capacity or with the average depth of respiration. 
Vital Capacity—In the corrected posture the vital 
capacity was increased in fourteen subjects, unchanged 
in five and decreased in three. <A correct posture, 


the depth of respiration was characteristically accom- 
panied by a slowing of the respiratory rate and, an 
increase in respiratory minute volume (fig. 3), which 
occurred in ten subjects, and the reverse of which did 
not occur in any. The explanation probably depends 
on the facilitation of thoracic excursion by the cor- 
rected posture with resultant deeper and, therefore, 
slower respirations. It is noteworthy, however, that 
in at least six subjects pulmonary ‘ventilation was 
unchanged or diminished. 
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Circulatory Efficiency——The criterion for the esti- 
mation of circulatory efficiency, according to Turner,* 
is the degree to which the pulse rate, blood pressure 
and pulse pressure are maintained within normal 
physiologic limits on prolonged standing. Applied in 
the present study, this test indicated that in the cor- 
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Good postvre Peor posture 


Fig. 3.—Graphic record of respiration showing the comparative effects 
of a patient standing in the corrected and in the faulty posture. The 
record was obtained by means of an oxygen-filled spirometer. 

Corrected peeve Faulty Posture 
Respiratory rate 21 


Respiratory minute volume...... 12,850 9,820 
Oxygen consumption ............ 263 ce. 246 cc. 


rected posture circulatory efficiency was increased in 
fourteen subjects, unchanged in seven and decreased 
in two. Of those subjects who showed an increase, 
the difference between the two postures was not very 
great except in a few cases, two of which were really 
striking. In these the circulation was entirely normal 
in the corrected posture, but when a slump was 
assumed the pulse rate increased and the blood pres- 


Taste 2.—The Changes After One Year 


Subject 
C-B C-B C-A C-B C-B D-G D-B D-C 


Average 


0 + 9 0 — O 3 1 4 
Transverse diameter of 
Height of diaphragm 
0 — G + - - 2 4 2 
Excursion of diaphragm 
+ + — 09 — 2 3 3 
+ — + 0 0 — 2 4 
left 
deviation............. + + — 3 2 1 
Vital capacity.......... + + --— 0 0 + + — 4 2 2 
minute 
Circulatory efficiency... + + + + — + + 6 2 


sure fell until signs of actual syncope appeared (fig. 4). 
From these results, a corrected posture may be con- 
sidered to be an appreciable advantage to the circulation 
in approximately 50 per cent of normal individuals ; 
in about 15 per cent this advantage is very great, while 
in the same number the circulatory efficiency is defi- 
nitely improved by a certain degree of postural slump. 

Results After One Year.—lt is of interest to note 
that, of fifty subjects who had been advised to con- 
tinue their routine postural exercises, only eight could 
be found who, free from symptoms after one year, 
had improved their posture sufficiently to warrant 
inclusion in this study (table 2). Of these eight, six 
showed some increase in circulatory efficiency, four 
showed an increase in vital capacity, two showed 
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increase in height of diaphragm, and four showed the 
characteristic slowing of the respiratory rate with 
increased tidal air and minute volume. Thus, there is 
some evidence of improved posture and its effects in the 
majority of cases, but the results are not remarkable. 
Nor can it be said that such further training as these 
subjects have obtained has made them any more efficient 
physiologically than on their first examination for this 
study (table 3). Comparison of the immediate effects 
of postural correction with the results obtained in the 
group of subjects who have had prolonged training, 
therefore, indicates that the two may be considered to 
be entirely comparable. 


Tasie 3.—Comparison of Immediate and One Year Changes in 
the Same Individual 


Subject 
2 3 4 
Transverse diameter of chest........ — ++ ++ 00 00 
Transverse diameter of heart....... ++ — 0 + —+ 0 
Height of diaphragm 
Excursion of diaphragm 
left deviation... —+ +— 
Vital —-0 ++ +-— 
Respiratory minute volume......... + + + 0 + 
ygen consumption................ 0 — 00 ++ 
Circulatory efficiency................ ++ ++ ++ 
COMMENT 


Considering the results of this study in general, the 
outstanding conclusion to be drawn is the fact that 
straightening of the spine does not produce the same 
anatomic and functional changes in all subjects. It is 
also evident that, although a correct posture is of some 
advantage to the majority of subjects, it.is not so to 
all. Judged by the evidence of the present work, there 
are many persons whose optimum physiologic function 
is attained in a posture which is not entirely correct 
by orthopedic standards. Perhaps in such persons the 


greater spinal curve represents a compensatory mecha- 
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Fig. 4.—Successive blood pressure and pulse rate estimations, showing 
the comparative effects of corrected and faulty posture. 


nism determined by individual differences of body 
structure and physical activity. In cases of emphy- 
sema, for example, if the corrected posture should 
produce a lower rather than a higher diaphragm (as 
often occurred in the present study), a postural slump 
would certainly act in a compensatory capacity. On 
the other hand, at least two subjects were found in this 
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series whose circulatory efficiency depended very largely 
on the maintenance of a correct posture. To the 
authors it has therefore been forcefully demonstrated 
that the orthopedic correction of faulty posture may 
produce valuable therapeutic results in many cases, that 
in other cases a rigid correction of posture may prove 
a physiologic handicap and, finally, that every person 
has a certain posture, determined by his particular 
build and function, which is best suited to him. It is 
only by study of the individual patient and the correct 
appraisal of his optimum posture that the best thera- 
peutic results can be obtained. 


SUMMARY AND CONCLUSIONS 


1. Twenty-six subjects having postural defects of the 
kypholordotic type were studied with respect to the 
physiologic changes produced by the correction of their 
faulty posture. The immediate effects were in general 
entirely comparable to those observed after one year of 
corrective exercises. 

2. In the corrected posture the diaphragm was not 
always relatively elevated as is generally believed, nor 
was the heart always more transversely placed. The 
diaphragmatic excursions were either increased or 
decreased, for reasons that are discussed. The vital 
capacity was generally increased, although flexibility 
of posture was requisite for optimum results. Oxygen 
consumption was variable. Pulmonary ventilation was 
generally increased. Circulatory efficiency, as judged 
by constancy of blood pressure and pulse rate, was 
generally improved; in two cases the correction of 
posture was able to prevent hypostatic congestion and 
syncope. 

3. It was concluded that the results of correcting 
faulty posture differ widely between individuals, 
irrespective of the grade of the defect. A correct 
posture appears to be an appreciable advantage to 
circulatory and respiratory function in the majority of 
persons, but in some a postural defect may be a 
compensatory mechanism which it is inadvisable to 
disturb. The therapeutic application of postural cor- 
rection should be made according to the requirements 
of the individual case and only after an attempt to 
determine in what posture the individual is functionally 
most efficient. 

1900 Rittenhouse Square — 1726 Spruce Street. 


— 


ABSTRACT OF DISCUSSION 


Dr. Jonn G. Kuuns, Boston: The tests employed by 
Drs. Laplace and Nicholson are probably as accurate as any 
of the simpler ones. It is unfortunate that a larger number of 
individuals were not available. The changes observed would 
probably have been changed little, but greater reliance could 
have been placed on the data from such careful experiments. 
It is customary to measure good posture by decrease in the 
anteroposterior spinal curves. But with the marked individual 
variations in body build, no one standard can be set up that will 
define the mechanically best for each individual. This wide 
variation must be realized when one judges patients by present 
imperfect standards. When the patient has constant good 
* posture, one expects to find, in addition to the decrease in the 
spinal curves, an elevation of the chest, so that it is used 
habitually in the position of almost full inspiration, and a 
rounding and firmness of the upper portion of the abdomen 
anteriorly. Then, too, there are no accurate measurements of 
health or well being, and tests of the efficiency of various bodily 
functions must be interpreted freely, since there are wide 
normal variations. The immediate effects of correcting faulty 
posture should differ, particularly in relation to the effort that 
is expended in maintaining the correction. The length of time 
that the correction is maintained should also produce changes 
in the effects observed. The transverse diameter of the chest, 
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while susceptible of some immediate change with elevation 
of the ribs, has been found to increase steadily over a period of 
several years with postural exercises. Upward compression of 
the abdominal viscera in marked kyphosis may well increase the 
expansion of the lower ribs. The elevation of the diaphragm 
is not a constant finding in early attempts at correction of 
posture, but it has been observed in all cases except when 
adhesions or some mechanical obstruction were present, after 
good posture had become habitual. Habitual maintenance of 
good posture may require months or years, since it is a develop- 
ment of conditioned reflexes, which are acquired slowly. The 
position of the heart has been looked on to be a characteristic, 
as Stoll has observed, of the type of body, whether slender or 
stocky. Often a more transverse position is not assumed, but 
a higher position is seen in the thoracic cavity. This can be 
measured by the rib spaces, either the cardiac apex or the aortic 
arch being taken in successive roentgenograms. The diaphrag- 
matic excursions vary widely. Increase in the normal excur- 
sions is usually observed with long continued correction. I 
have rarely seen it as an immediate effect. Increase in vital 
capacity, with correction of faulty posture, has been a constant 
finding by most students of this problem. Immediate or 
extreme attempts at correction of posture will frequently put 
so great a task on the musculature of the thorax and abdomen 
that vital capacity will be diminished. In a few experiments 
that I have carried out, no appreciable difference was seen in 
the electrocardiogram with corrected posture. Knopf has 
arrived at figures similar to those obtained by Drs. Laplace and 
Nicholson with regard to oxygen consumption and respiratory 
rate following postural correction, and my observations are 
entirely in accord with them. In the circulatory efficiency tests 
of Dr. Turner there are a great many factors that are beyond 
the control of the examiner. It is unfortunate that more rigid 
ones are not available. As the authors have found, the 
immediate effects of postural correction are very variable, but 
they suggest that persistent attempts at correction are fre- 
quently of therapeutic value. 


A CONSERVATIVE TREATMENT FOR 
HABITUAL DISLOCATIONS OF 
THE SHOULDER 


ARTHUR G. DAVIS, 
ERIE, PA, 


It appears highly desirable to have some conservative 
method as an alternative to the surgical approach for 
recurrent dislocations of the shoulder. Search for a 
plan of conservative treatment failed to reveal anything 
by way of a definitely formulated technic. Bennett, 
Codman, Key and Conwell suggest the advisability of 
general shoulder development and Codman describes 
a method of training the patient to guard against future 
dislocations. Before and contemporary with the era 
of the Clairemont operation there were various sugges- 
tions of splints to limit abduction. This article pur- 
ports to outline a conservative plan and analyze the 
results of cases treated by this method. 

It is generally conceded that the shoulder joint is the 
most unstable of the entire anatomy. It is also admitted 
that the actual mechanics and kinetics are still only 
partly understood. Considerable divergence of opinion 
as regards etiology and operative attack is exhibited by 
both author and operator. 

It would seem necessary, therefore, to preface a 
description of any method aimed at the permanent cure 
of recurrent dislocations with an interpretation of the 
generalities involved. Codman’s work has shown in 
detail the wide departure of the human shoulder from 
that of the quadruped. Its high degree cf specializa- 
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tion in function has been pointed out by many. The 
evolutionary process has robbed the shoulder of its 
anterior muscle guard. That muscle integrity is funda- 
mental to the integrity of the joint is a matter of daily 
observation. Nevertheless, muscle integrity alone is 
not sufficient to insure mechanical security, as evidenced 
by the repeated dislocation of heavily muscled shoul- 
ders. The anterior inferior section of the capsule is 
known to be the weakest portion. It is generally appre- 
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encouraged to use the arm as well as he can within the 


limits of the adhesive splintage. 
in a definite technic of muscle development. 


He 


is then instructed 
He is 


equipped with apparatus for home use to develop 


increasing resistive exercise. 


For two or three weeks 


his exercises are closely supervised to inculcate correct 
With a band around the arm just above the 
elbow he pulls a weight horizontally across the frontal 


technic. 


plane to strengthen the adductors. 


Clinical History of Eight Consecutive Cases 


Simultaneously, he 


First Dura- Resumption Dura- 
Cause of Reduction tionof of Unre- tion of 
Date First First Subsequent M.D. or Treat stricted Obser- Recur Type of Habitual 
Name. Sex Age Consulted Occupation Dislocation Dislocations Otherwise ment Use vation rence Dislocation 
E. F. 9 31 Feb, 1930 Millworker Muscular Frequent M.D. and 6 weeks 7 weeks 2years None Dislocated partially 
violence anesthetic every time arm is ab- 
ducted to 90 degrees 
WwW. P. of 34 Nov. 1931 Gymnasium Muscular Three inten Unknown = 4 weeks 4 weeks 4 years Five Muscular violence, 
director violence years; then times heavily muscled type, 
frequently hand ball and gym- 
nastics 
J. E. ef 19 Sept. 1982 Student Accident Six in six M.D. and 6 weeks 6 weeks 3% years None Heavily muscled; base- 
weeks anesthetic ball caused recurrences 
7. Bs g 21 July 1934 Student Wrestling Repeatedly M.D. and 6 weeks 6 weeks 1% years None Heavily muscled; well 
at wrestling anesthetic developed; good 
and golf posture 
B. V. 9 4 Jan. 1935 School girl Unknown Dislocated Unknown Sweeks 2months ! vear None Slender, poorly muscled, 
whenever arm loose jointed type; 
was abducted head of humerus dis- 
anove hori- located partially for- 
zontal plane ward each time shoulder 
was abducted to 90 
degrees at first exam- 
ination 
R. F. 2% April1935 Machinist Muscular Frequent Chiro- Sweeks weeks 1 year Slender, lax jointed, 
violence last 4 years practice slump posture 
at work reduction 
A.P. Q 23 May 1935 Waitress Accident Several Chiro- 4 weeks 4weeks 10 months Once Extremely slender, 
times daily practic every slump posture, ex- 
reduction two tremely lax jointed: 
weeks head of humerus can 
be pushed out 
anteriorly 
c.Me. 20 July 1985 Student Tennis Three times First by S weeks 7Tweeks 9%months None Normal muscle develop- 
at long patient, ment, slender type: dis- 
intervals second continued all athletic 
by M.D. activity; has returned 
to tennis, golf, and 
swimming last 7 months 
Majority 50 per cent Five of Some experi- Four, or Average Average From Two No conclusion 
in the students eight cases enced con- SO percent, offour of five 9 mos. failures possible from 
. twenties caused by = stant disabil- required weeks of weeks tofour andsix analysis 
muscular ity, others at anesthetic supervised years cured of type 
violence; long inter- and M.D. treatment to date 
two acci- vals, others dis- 
dental continued athletic 


activity, thus elim- 


inating recur- 


rences except for 
unguarded moments 


ciated that a first dislocation should be considered a 
major injury and given proper convalescent care, with 
the anterior capsule especially in mind. 


METHOD 

The patient is strapped with ordinary adhesive tape 
in the following manner (figs. 1 and 2): Strap 1 starts 
in the posterior deltoid region at the level of the sur- 
gical neck and proceeds around, forward and_ then 
across the patient to be-affixed to the sternal region. 
Strap 2 starts at the postero-internal aspect of the arm 
just above the elbow, spirals outward, upward and then 
forward, crossing the front of the mid upper arm, and 
attaches to the sternal region. The arm is thus not 
allowed to move backward to the coronal plane. The 
elbow not only is not allowed to abduct but is held 
adducted inside the lateral sagittal plane. The patient 
has not lost use of his arm during treatment but is 


is instructed to pronate his hand and rotate the entire 
arm internally to overdevelop the internal rotators. 
The resultant of these three components of movement 
is a spiral thrust across the abdomen and toward the 
opposite thigh. The ability of patients to increase the 
poundage of pull is surprising. The pectoralis major 
and anterior deltoid develop increased power quickly. 
By inference it is obvious that the subscapularis, teres 
minor and latissimus dorsi must also hypertrophy. 

At two weeks the adhesive tape is removed and one 
finds that the patient has acquired the habit of getting 
along without abduction and without his hip pocket. 
He 1s then instructed to continue with his home appa- 
ratus for another month, after which he is usually 
somewhat arbitrarily turned loose and instructed to 
engage unrestrictedly in his occupation, whatever it is. 

In the accompanying table are listed the cases which 
form a consecutive series in private practice. 
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COMMENT. 

Case Citations —Roentgenography exhibited no evi- 
dence in any case of congenital anomaly or other 
pathologic condition of the bone. All eight cases were 
considered from both the operative and the conservative 
approach when first seen. All were considered eligible 
for the Henderson or some equivalent operative 
approach, such as the more recent DiNicola procedure. 


DELTOIO 


PECTORALIS 


Fig. 1.- 


Attitude at beginning of internal rotation thrust. 


The failure in the case of W. P. was not known until 
a few months ago. This patient will be operated on in 
the near future. The other failure (A. P.) is the most 
unstable of the group. In this patient it is possible to 
dislocate the head passively with even gentle pressure. 
At the time of her first appearance, failure by the con- 
servative method was predicted, because of the very 
unusual laxity combined with an extremely weak del- 
toid,- In answer to a recent questionnaire this patient 
states that she is comfortably at work and has no pain- 
ful disability but that her shoulder “pops out” on the 
average of once a day. So far no cases of epileptic dis- 
location have occurred in this series; therefore | know 
nothing of the effect of this treatment in epileptic 
patients. 

As stated before, the cases cited are a consecutive 
series in private practice. Ward and clinic cases, of 
which there have been six or eight, have been done 
by the Henderson suspension method, with the excep- 


ADODUCTION 


INTERNAL 
ROTATION 


Fig. 2.--Attitude at end of internal rotation thrust. 


tion of two, which were done by the DiNicola biceps 
transposition. An orderly sequence of follow up has 
been impossible in the surgical cases. So far as I know 
all of these cases have been successful. 

Method.—In formulating the technic the following 
‘actors are interpreted as having a direct bearing either 
as fortifying or as compensatory mechanisms. The 
temporary overdevelopment of internal rotators and 
adductors tends to shorten the anterior capsule and 
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restore the correct axial alinement of the head of the 
humerus with the glenoid. If the balance of power is 
in favor of the external rotators, the bicipital groove 
robs the anterior capsule of an important check strap, 
the long head of the biceps. The bicipital groove is 
capable, as is the entire humerus, of 90 degrees of 
rotation (fig. 3). When the balance of power is 
returned to the adductor and internal rotator groups, 
the biceps check strap, it is thought, exerts pressure 
backward and medially on the head. When the arm is 
habitually carried with more than the average degree 
of external rotation, sudden efforts involving abduc- 
tion find both the long head of the biceps and the 
external rotators exerting pressure forward against the 
notoriously weak anterior capsule. Figure 3 shows 
clearly the change in position from anterolateral to 
posterolateral of the biceps and bicipital groove. If 
the transpositioning of the biceps as shown by Dr. 
DiNicola is sufficient per se to hold the head, then the 
biceps in its normal anterior position is also impor- 
tant. When the humerus is in wide external rotation, 
the greatest diameter of the head is brought against 
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_ Fig. 3.—Are of rotation in the cadaver (reproduced by courtesy cf 


A. Codman). 


the anterior capsule. If the shoulder has been once 
dislocated and the capsule is not allowed to shorten, 
the head finds less resistance in this position. The 
head then exerts expansive pressure against the anterior 
capsule, which fact explains the usual sequence of the 
increased frequency of dislocations that are usually 


experienced. 


Additional evidence of the role of the tendon of the. 
long head of the biceps is suggested by the lateral dis- 
placement that has taken place in the transition from the 
quadrupedal attitude of internal rotation and pronation 
to the erect biped position of increasing supination and 
external rotation. If one simply puts one’s hands on 
the floor (assumes the position of a quadruped) and 
then arises to the standing position, the humerus 
externally rotates approximately 45 degrees. 

The aim of the conservative approach is directed 
at fortifying the anterior aspect of the joint, just as 
the numerous operative methods focus attention at 
this point. The strapping and exercises are also used 
as a convalescent treatment for ordinary traumatic 
dislocations. 

IMPRESSIONS 

1. The treatment outlined has eliminated the neces- 
sity of operative measures in 75 per cent of a consecu- 
tive series of typical recurrent dislocations. 

2. The patient is only somewhat disabled during a 
short period of treatment. 
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3. The evidence submitted suggests that this short 
period of treatment yields results of a permanent 
kind and therefore offers an alternative to operative 
approach. 

716 Sassafras Street. 


ABSTRACT OF DISCUSSION 

Dr. Epson B. Fow er, Evanston, Ill.: Dr. Davis’s conserva- 
tive treatment of habitual dislocation of the shoulder consists 
of an attempt to strengthen, by exercise, with restricted motions, 
structures about the shoulder joint, of which the muscles and 
their tendons play a major role, while the capsule plays a 
minor part in the prevention of dislocations. The report of 
eight cases with 75 per cent of cures at the end of two years 
is encouraging and compares favorably with operative results. 
Dr. Davis feels that the anterior weaker portion of the capsule 
is subject to rupture, tearing or injury, and therefore he is 
careful to put the arm so as to facilitate repair and contraction 
of the supposed injured, dilapidated anterior capsule. He also 
feels that the tendon of the long head of the biceps is placed 
in the best position to assist in preventing dislocation if the 
humerus is well rotated internally. I believe that the anterior 
capsule, though relatively weak, is practically never torn, 
ruptured or appreciably stretched. This conviction is based on 
a study of 621 shoulders in the past five years, in which no 
traces of scars, rents or stretching could be found on either 
the anterior or the inferior portion of the capsule. On the other 
hand, in the upper portion of the capsule, with its associated 
tendons, there were found thirty-four complete and 101 incom- 
plete ruptures of the capsule and tendon or tendons along with 
twelve complete ruptures of the long biceps tendon. These 
lesions increased the extent of the capsule space with a resulting 
unstable shoulder joint because of relaxed, lengthened tendons 
and capsule on the upper quadrant of the capsule. I believe 
that such traumatized shoulders are rarely, if ever, cured by 
conservative treatment, unless proper treatment is instituted at 
the time of the rupture. This conservative treatment consists 
in placing the arm in a nearly vertical position with the fore- 
arm flexed and held from six to eight weeks until the torn parts 
have firmly united; thus there is no relaxation of the tendons 
or capsule; accordingly there is no predisposition to redislocate. 

Dr. Artuur G. Davis, Erie, Pa.: With the present status of 
disagreement even among contributors such as Codman, 
Steindler and Fowler, who have made a special study of the 
anatomy and kinetics of the shoulder joint, one is permitted 
considerable leeway for interpretation as to what constitutes 
normal muscle action. Gray studiously avoids many of these 
unsettled intricacies. One of the points of almost unanimous 
agreement among contributors to shoulder joint surgery is the 
anterior, inferior weakness of the capsule. As already men- 
tioned in the text, my interpretation leads me to explain the 
successful results through the fact that, when the anterior 
muscle guard is off, in other words when principally the sub- 
scapularis and anterior deltoid are stretched, the balance is in 
favor of the external rotators; the long head of the biceps 
loses its check strap effect through lateral rotatory displace- 
ment, all of which favors anterior dislocation. Regarding type, 
no conclusions can be drawn. The heavily muscled and atonic, 
posturally good and posturally weak all appear in this series. 
In the two failures, I hope, the patients will both submit to 
operative procedures. 1 have recommended a Henderson 
suspension for one. I feel no hesitancy about doing a 
Henderson tenosuspension or a Di Nicola biceps transposition- 
ing when conservative treatment fails. Obviously, from the 
evidence submitted some cases will require operative inter- 
vention. Percentage data are significant proportionately to the 
total number involved. What a series of 100 cases would yield 
by conservative method is problematic. I do know that the 
necessity of operation has been eliminated in six out of a con- 
secutive series of eight cases of typical habitual dislocations, 
mostly in young persons. 


Eating When Exhausted.—When it is necessary to eat 
while emotionally upset or physically exhausted, it is advisable 
to rely upon dilute, easily digested foods——Sherman, H. C.: 
Food and Health, New York, Macmillan Company, 1934. 
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GLOSSOPHARYNGEAL NEURALGIA 
W. B. HOOVER, M.D. 


AND 
J. L. POPPEN, M.D. 
BOSTON 


Tic douloureux involving the glossopharyngeal nerve 
became a well established clinical entity between the 
years 1920 and 1927. Since its recognition has been 
quite recent and because it has been frequently unrecog- 
nized, we believe that the following report of two cases 
with a brief review of the literature is worth while: 


REPORT OF CASES 


Case 1—J. L. C., a man, aged 59, an American of Irish 
extraction who had worked as a gardener, was referred to the 
clinic because of severe pains in the left side of the throat and 
ear. His present illness began suddenly fourteen months previ- 
ous to admission. At that time, while quietly working in the - 
garden, he was seized with a sudden sharp paroxysm of pain 
in the left side of the throat, which lasted about three seconds 
and disappeared, “tingling out through the left ear.” Four 
hours later a second attack occurred. The pain was stabbing 
in character, but after it had passed he felt quite all right. 
Such pains as these began to recur more and more frequently, 
becoming more severe, and would last as long as six, ten or 
twenty seconds. These attacks at first occurred only during 
the day, but as they increased in frequency and severity they 
came also during the night, awakening him suddenly from 
sleep. Five months after their onset they were occurring every 
ten minutes. He recognized that eating and swallowing, 
gargling, talking and having his throat examined all were prone 
to bring on the paroxysms of pain. At times these paroxysms 
came on independent of any such activity. Seven months after 
their onset there was a spontaneous remission for two days. 
The attacks soon attained their former severity and even 
increased so that he was in fear practically all the time, 
although he had no pain between the attacks. In the past year 
he had Jost 45 pounds (20 Kg.) because of inability to eat 
and sleep. He had seen a number of physicians, who had 
prescribed various sedatives without relief. 

He had had many sore throats during the greater part 
of his life. These were improved following an incomplete 
tonsillectomy about 1928. He had also been partially deaf 
in the right ear for many years. He smoked a great deal but 
had enjoyed general good health up to his present illness. 

The patient was undernourished and of a wiry build. During 
the general physical examination he kept his mouth closed most 
of the time, saying very little and holding himself very still, 
with muscles tense during a paroxysm of pain. His heart and 
lungs were within normal limits. He had an indirect inguinal 
hernia. The aural examination revealed a dull right ear drum 
which was sclerosed, with diminution of hearing in this ear. 
There was a marked deviation of the nasal septum. 

Examination of the pharynx showed rather dry mucous 
membranes slightly atrophic, with a chronic tonsillitis, but no 
difference could be discerned between the right and left sides. 
When the left tonsil was pressed the paroxysm of pain would 
occur, demonstrating a definite so-called trigger phenomenon. 

In view of this finding and the characteristic history together 
with the location and type of pain, the diagnosis of glosso- 
pharyngeal neuralgia was made. 

The patient was given trichloroethylene to inhale three or 
four times a day. While using trichloroethylene he was able 
to get relief for as long as three or four hours at a time, and 
under this treatment he again was able to talk, chew and 
swallow. Likewise several hours of uninterrupted sleep could 
be obtained. His general health improved markedly, but because 
complete relief was not afforded he was anxious to undergo 
a surgical procedure for complete and permanent relief. 
August 30 an intracranial section of the ninth cranial (glosso- 
pharyngeal) nerve of the left side was performed by Dr. 
Gilbert Horrax and Dr. James L. Poppen through a left 


From the Ear, Nose and Throat and Neurosurgical departments, the 
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Read before the Section on Laryngology, Oselagy ond Rhinology at 
the Eighty-Seventh Annual Session of the American Medical Association, 
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suboccipital approach as suggested by Adson! and used by 
Dandy.2. The postoperative course was entirely uneventful. 
The wound healed by first intention and he was immediately 
free from pain. 

The areas marked in figures 1 and 2 illustrate the resulting 
anesthesia following section of the ninth nerve. His sense 
of taste was lost on the posterior third of the tongue on the 
left side. The pharyngeal muscles showed normal action. He 
was discharged from the hospital on the twelfth postoperative 
day and has remained free from pain until the present time. 

Case 2.—Mrs. M. G., aged 72, a housewife, was referred to 
the clinic complaining chiefly of pain in the right side of the 
throat. Her present illness began suddenly in the fall of 1934. 
While she was eating a sharp pain of knife-like character shot 
through the throat. The pain is brought on by eating, swal- 
lowing or talking. The pain'comes only during the day and 
does not interfere with her rest or sleep. In March 1935 
the pain stopped without treatment and did not reappear until 
the latter part of August and has persisted since. Her general 
physical examination was negative except for changes asso- 
ciated with her age. Nothing could be found in the pharynx, 
and the two sides were practically identical. Swallowing a 
weak acetic acid solution would invariably bring on a paroxysm 
of pain. Following the paroxysm of pain her voice would be 
husky or hoarse for several minutes. The patient has been 
given trichloroethylene and as yet has not decided in favor 
of surgical treatment. 


REVIEW OF LITERATURE 

The first report of idiopathic glossopharyngeal neu- 
ralgia was published by Sicard and Robineau* in 
1920. They detailed three cases that were similar to 
the one recorded here. Their treatment consisted in 
peripheral division of the glossopharyngeal nerve, the 
pharyngeal branches of the vagus, and the branches of 
the cervical ganglion. In these cases pain was relieved. 

In 1921 Harris* reported two untreatgd cases of 
typical glossopharyngeal neuralgia. , In 1923 Doyle ® 
reported four typical cases of glossopharyngeal neural- 
gia in one of which a gasserian’ ganglion operation was 
performed and later a peripheral section of the ninth 
nerve and the pharyngeal branches of the tenth nerve. 
In another the third division and the auriculotemporal 
branch of the fifth nerve were injected without relief. 

Adson! reported four cases in 1924. Two of these 
patients were treated and relieved by peripheral nerve 
avulsion and section of the pharyngeal branches of the 
vagus. He described the technic for peripheral avulsion 
and for intracranial section of the ninth nerve, advocat- 
ing the latter method to prevent recurrence, stating that 
it was no more formidable than the neck dissection. 
Heath ° was the first to take advantage of this route. 
However, his patient died of a postoperative pulmonary 
complication. Fay * used this approach to the glosso- 
pharyngeal nerve in 1926 to relieve pain from car- 
cinoma of the tongue and pharynx. Also Singleton * 
reported two cases of glossopharyngeal neuralgia, one 
of which was treated by peripheral avulsion. In 1927 
Davenport ® used intracranial section for glossopharyn- 
geal pains which were*later found to be due to an 
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epithelioma of the larynx infiltrating the pharyngeal 
wall. Also Goodyear '° reported an untreated case of 
glossopharyngeal neuralgia | at this time. 

In 1927 Dandy? was able to report two successful 
cases of intracranial section of the ninth nerve for true 
glossopharyngeal neuralgia, with permanent and com- 
plete cure without any unpleasant complications what- 
Dandy following this operation was the first 
observer to give accurate knowledge on the function 
and the sensory distribution of the ninth nerve and 
demonstrated that section of the vagus fibers to the 


_ pharynx was unnecessary to relieve the pain of glosso- 


pharyngeal neuralgia. ‘He showed further that there 
was no observable motor function of the ninth nerve, 


the pharyngeal muscles being. entirely normal after 


intracranial’section of this nerve... The sensation of 
taste was fourid to be lost on the posterior third of the 
tongue on the operative side. 

Dandy’ s report_on this subject is unsurpassed in the 
literature. At the time of his publication he was able 
to collect but fourteen cases of true glossopharyngeal 
neuralgia, including the two cases-of his own. Since 
this time further cases have: been recorded, but the 
literature is by no means voluminous. In 1928 Hansel ™ 
recorded five untreated cases. In 1932 Keith '* col- 
lected ten additional cases which were reported between 
1928 and the time of his paper, adding three of his 
own. Cases also have reported by Usadel,’* 
Jefferson,'* Reichert,’® Filatov,’® Chavany,'’ Ball,"* 
Singleton '* and Peet.?° 

The history and symptomatology of patients suffering 
from glossopharyngeal neuralgia are all very similar, 
practically the only variations being the duration of the 
disease and the frequency and duration of the sharp, 
shooting or burning pains in the throat. These pains, 
as a rule, become more severe and more frequent with 
time, but remissions at from a few hours to a number 
of years are frequently recorded. At the onset, as a 
rule, the paroxysms are less frequent and may occur 
only during the day, but as time progresses sleep is dis- 
turbed by nocturnal attacks. The paroxysms of pain 
are brought on more frequently by swallowing than 
by any other one thing. However, talking, sneezing, 
yawning, coughing, laughing, examination of the throat 
and, in a few cases, manipulation of the ear may bring 
on an attack. While having pain the patient may sit 
transfixed with all muscles tense, or he may press his 
hand against the side of the neck and jaw. 


DIFFERENTIAL DIAGNOSIS 
Trigeminal neuralgia and glossopharyngeal neuralgia 
are alike in all respects except the location of the agoniz- 
ing flashes of pain and the localization of the trigger 
areas which set off these paroxysms. The “trigger” 
areas in glossopharyngeal neuralgia include the pharyn- 
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geal wall, the tonsillar region, the base of the tongue and 
rarely the ear, while trigger areas of trigeminal neu- 
ralgia occur in the buccal mucous membrane and about 
the lips, nose and various areas on the face. When the 
first or second divisions of the trigeminal nerve are 
affected there should be little or no difficulty in the 
differentiation of these two neuralgias, but when the 
third division of the trigeminal is involved a little more 
care must be exercised to differentiate it from the ninth 
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Fig. -Area of anesthesia, Oct. 23, 1935. Stippling represents area 
of fA following intracranial section of the ninth glossopharyngea! 
nerve, 


nerve. In either neuralgia the pain may seem to spread 
beyond the distribution of the fifth or ninth nerves, but 
careful questioning will reveal the point of greatest 
intensity or the real pain to be in the area supplied by 
the affected nerve. Cocainization of the mucous mem- 
branes over the distribution of the ninth nerve will, as 
a rule, temporarily control the paroxysmal pain from 
this nerve. Peet *’ reports combined glossopharyngeal 
and trigeminal neuralgia in five cases in which he feels 
very positive about the correctness of the diagnosis. 
One of his cases is unique in that there was a glosso- 
pharyngeal neuralgia on each side, but the right and 
left sides were never affected simultaneously and the 
patient had also a left trigeminal neuralgia which had 
heen relieved by operation previous to the onset of the 
glossopharyngeal neuralgia. 

Weisenburg *! was apparently the first to direct 
attention to the resemblance of unusual pain in the dis- 
tribution of the ninth nerve to the major trigeminal 
neuralgia. The pain persisted after operation with 
partial removal of a gasserian ganglion, and during the 
last year of the patient’s life a “trigger” area was pres- 
ent at the base of the tongue. The pain, however, was 
not idiopathic but due to a tumor in the cerebellopontile 
angle. For this reason Dandy stressed the importance 
of intracranial section of the ninth nerve so that this 
region might be visualized at the time of operation. 

Earlier in this paper a case was referred to in which 
the glossopharyngeal nerve was cut and the pain was 
later found to be due to a carcinoma growing from the 
larynx and involving the pharynx, Certainly in all 
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cases, even when one seems typical, the examination 
should include a careful inspection of the larynx, the 
upper end of the esophagus, the palate, the nasopharynx 
and the posterior molar teeth and tonsils, because 
malignant conditions in these regions are prone to pro- 
duce symptoms suggestive of glossophayngeal neuralgia. 


TREATMENT 

Medical and surgical treatment are the two methods 
available in the treatment of glossopharyngeal neuralgia. 
The medical treatment has been referred to in each of 
the reported cases, and in our experience trichloroethyl- 
ene has been’the only drug that has really been efficient 
in giving a marked amount of relief from this condition. 
It is administered by the patient's inhaling from 15 to 
30 drops from three to four times a day. ‘The patient 
is instructed to lie down, drop the required number of 
drops into a gauze pad or kerchief, place it over the 
nose and inhale the vapor as long as he can smell the 
trichloroethylene. This inhalation is to be repeated 
three or four times a day. 

The surgical treatment of choice is the intracranial 
section of the ninth nerve in the posterior fossa. The 
exposure makes it possible to observe this area for 
tumors, which have occasionally given rise to this 
neuralgia. Intracranial section prevents the recurrence 
of symptoms, which is possible following a peripheral 
section. Adson believes that intracranial section is no 
more formidable than the neck dissection to reach the 
glossopharyngeal nerve. The disadvantage of the periph- 
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Fig. 2.—-Area of anesthesia, Oct. 23, 1935. 
eral section and avulsion is that the condition may 
recur, and secondly that the intracranial region cannot 
be visualized. An alcohol injection is not - feasible 
because of the small size of the nerve and its very 
close relation to the vagus, the jugular and the hypo- 
glossal nerve. It is remarkable that the patient follow- 
ing intracranial section of one glossopharyngeal nerve 
is not conscious of any paresthesia or discomfort what- 
ever from the loss of sensation of the nerve. 
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ABSTRACT OF DISCUSSION 

Dr. J. Jay Keecan, Omaha: The possibility of relief of intol- 
erable spasmodic pain in the throat by intracranial section of the 
ninth or glossopharyngeal nerve is worth knowing, both because 
of necessity of differentiating the pain of glossopharyngeal 
neuralgia from trifacial neuralgia and because of the misdirected 
nose and throat surgery which will not relieve the condition. 
- The term neuralgia, like rheumatism, is used rather freely by 
both physicians and the public to denote pain of great variety 
of character and origin. Pain that is constant, aching or 
throbbing should not be called neuralgia. The essentials of 
neuralgic pain are intermittent, sharp, shooting pain which is 
brought on by some movement or irritation of a trigger zone, 
In glossopharyngeal neuralgia this trigger zone is in the tonsil- 
lar region and can be relieved temporarily by cocaine anes- 
thetization of this region. The pain radiates to the angle of 
the jaw and may be confused with trifacial neuralgia. Added 
differentiation may be obtained by procaine hydrochloride injec- 
tion of the inferior maxillary branch of the fifth nerve, which 
will not relieve glossopharyngeal neuralgia. A condition closely 
related to glossopharyngeal neuralgia, but perhaps more of a 


Fig. 3.—Healed incision ten days after operation. 


neuritis, is the localized pain that occasionally develops after 
radium treatment of a tumor in the lateral pharyngeal wall. It 
is recognized that the dense scar which develops from intense 
radium treatment may so involve nerve endings that a very 
painful neuritis follows. This applies to the face and_ the 
cervix of the uterus as well as to the throat and may necessitate 
some attempt at surgical relict. I have had two such cases 
very similar to glossopharyngeal neuralgia in which section of 
the ninth nerve intracraniaily was done to obtain relief. Like- 
wise in cases of extensive malignant involvement of the face 
and throat, intracranial section of both the fifth and ninth nerves 
may be necessary to gain some relief from excruciating pain. 
It should be emphasized, however, that sensory root section 
can be expected to relieve only sharp shooting pain of neuralgic 
character and that continuous aching or boring pain, probably 
from tumor pressure or infection, cannot be entirely relieved 
by nerve section. The intracranial surgical approach to the 
ninth nerve is not particularly difficult or serious in the hands 
of one skilled in neurosurgery. The operation can be done 
under local anesthesia, and advanced age in itself is no contra- 
indication. The patient should tolerate the operation if his 
health permits reasonable activity. The ninth nerve is identified 
below the eighth nerve as a small filament at the upper border 
of the tenth nerve. It is so small that doubt cannot help but 
be felt that its section will relieve such an extensive painful 
syndrome. 
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Dr. Frencu K. Hanser, St. Louis: It is interesting that, 
although trigeminal neuralgia has been recognized as a definite 
clinical syndrome for more than 150 years, glossopharyngeal 
neuralgia had not been reported previous to 1920. The pain 
occurring in these two types of neuralgia is typical and charac- 
teristic and there should be no difficulty in diagnosis. It is 
noteworthy that, in some cases of glossopharyngeal neuralgia, 
exacerbations may be excited by irritation of the auricle. 
Although other otolaryngologic conditions may be associated 
with glossopharyngeal neuralgia, no etiologic association is 
likely, but they may influence the trigger mechanism. For 
example, I had the opportunity to observe a_ patient who 
developed typical attacks of glossopharyngeal neuralgia during 
the treatment of a chronic otitis media. An analysis of the 
clinical history revealed the fact that the patient had had similar 
attacks fifteen years previously. He had experienced a period 
of relief lasting as long as thirteen years and before the time 
he was being treated for chronic otitis media he had been free 
of pain for four years. As a result of the treatment of the 
middle ear, the trigger mechanism was stimulated and_ the 
patient again began to have attacks of neuralgia. The patient 
was eventually relieved of all pain by intracranial section of the 
glossopharyngeal nerve. 

Dr. Watter B. Hoover, Boston: I wish to thank Dr. 
Keegan for his discussion and the mention of the operative pro- 
cedure. I owe a great deal to Dr. Hansel~because he brought 
this condition to my attention. I have been looking for it dur- 
ing the past eight years since Dr. Hansel called my attention 
to it, and | was able to find two cases only in the past year. 
Glossopharyngeal neuralgia is relatively infrequent, but it is 
much more frequent than is recognized. 
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The acute perforation of a duodenal ulcer followed 
by the immediate emptying of gastric or duodenal con- 
tents into the abdominal cavity confronts the surgeon 
with two problems: first and foremost to rescue the 
patient from impending death and, second, to restore 
permanently symptom-free digestive function. Sur- 
geons are agreed that immedjate surgical intervention 
is imperative in all but moribund patients and that in 
few other abdominal emergencies is the time factor of 
greater importance. 

The choice of operative procedure, however, has long 
been a subject of considerable interest, outstanding sur- 
geons disagreeing as to the type of operation most 
likely to accomplish the ideal result. 

The conservative school believes that the operation 
of simple closure of the ulcer will lower the operative 
mortality to a minimum and will accomplish a lasting 
cure in the majority of those who recover, only from 
10 to 20 per cent requiring a later gastro-enterostomy 
for obstruction. 

A small number of large calloused ulcers, impossible 
of closure without producing obvious obstruction to the 
duodenum, require an immediate gastro- ~enterostomy. 
Trout,' McClure,” Fleming,” Dineen, ‘ Finney, Urru- 
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Eighty-Seventh Annual Session of the American Medical Association, 
Kansas City, Mo., May 13, 19236. 

1. Trout, H. of Perforated “Peptic” Ulcers. 
Al 104: 6 (Jan, 93 

2. McClure, Roy, in Trout 

3. Flyming, B. L.: Acute Be Bg of Duodenal Ulcers, J. A. 
M. A. 97:6 (July 4) 1931. 

4. Dineen, P. A.: Ann. Surg. 90: 1027 (Dec.) 1929, 

5. Finney, J. M. T.: Am. J. Surg. 2: 323 (Dee.) 1926. 
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tia,® and the senior author * are among this conserva- 
tive group. The majority of final results published 
include both gastric and duodenal ulcer and it is diffi- 
cult to separate the two groups, but approximately 
60 to 65 per cent of those with simple closure were 
reported cured, from 10 to 15 per cent received delayed 
gastro-enterostomy for obstruction, and the remainder 
required medical management for continued distress. 
less conservative school, ably championed by 
Deaver,*® believes that closure of the ulcer with immedi- 
ate routine gastro-enterostomy will reduce the mortality 
and morbidity and remove the necessity of a second 
operation for obstruction. This group believes that 
the gastro-enterostomy will aid in the healing of the 
closed ulcer or accompanying ulcers and will prevent 
postoperative leakage, hemorrhage or a second perfo- 
ration. These complications occur, however, in only a 
small percentage of simple closures and have been 
reported in patients receiving primary gastro-enteros- 
tomy. The published mortality rates for this double 
procedure are not comparable with those of simple 
closure, as it is employed in the main in early cases, 
although Deaver’s mortality rate of 7.5 per cent for his 
entire series is ex- 
tremely low. Such 
additional surgery 
on a critically ill 
patient must carry 
a mortality of its 
own in any but the 
most gifted hands. 
Lewisohn ° reports 
gastrojejunal symp- 
toms in 34 per cent 
of his cases, while 
Dineen, Brenner '° 
and Urrutia report 
continued ulcer dis- 
tress in from 25 to 
over 50 per cent. 
Pyloroplasty has 
its advocates, but 
Hinton" found 
that, of nine of the 
Horsley type followed, only two were symptom free. 
White and Patterson’? found that, of seven pyloro- 
plasties performed, six patients lived but all had con- 
tinued distress, attributed to the too rapid emptying of 
the stomach. MecDonald,’* however, advises pyloro- 
plasty under twelve hours. : 
A recent more radical school of foreign origin has 
accepted partial gastrectomy as the operation of choice. 
Graves,'* in his survey of the German clinics, mentions 
the fact that 60 per cent of perforated ulcers occur in 
strong, heavy-eating laborers, often with hyperplastic 
or atrophic stomachs and in from 20 to 50 per cent of 
whom multiple ulcers are found. Gastro-enterostomy 
was formerly performed on these patients with a low 
mortality but a high incidence of hemorrhage, leakage 
and perforation of accompanying ulcers, with the result 
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that, in recent years, partial gastrectomy has been 
widely adopted. Finsterer,’> however, still advises sim- 
ple closure for acute perforations of both the duodenal 
and the gastric type. The mortality in partial gastrec- 
tomies has remained low in early selected cases in the 
best clinics, but long-term follow-up studies are lacking 
and it is doubtful whether the gastric disease is com- 
parable to that 
found in this coun- 
try. Lewisohn, 
however, found 50 
per cent multiple 
ulcers in gastric re- 
sections for ulcer 
and, in reporting 
eighty-eight cases 
of perforated ulcer 
with a mortality of 
31 per cent, stated 
that 39 per cent of 
the cases followed 
were not cured by 
simple closure, with 
or without gastro- 
enterostomy. 

The operation of choice in these cases is therefore 
still in question and it was for this reason that the 
following study of our own series of seventy-eight cases 
of acute perforated duodenal ulcer was made. 

Four of these patients were operated on outside the 
hospital by the senior author and seventy-four acute 
perforated duodenal ulcers have been treated in the 
Robert Packer Hospital over a twenty-six year period 
that ended in April 1936, and excluding sixteen acute 
perforated gastric ulcers, also all perforations of the 
subacute or chronic variety of the duodenum or stom- 
ach. These occurred among 112,136 admissions, 69,876 
of which were to the surgical service, being one in 
1,515 general admissions or one in 944 surgical admis- 
sions. But two of our patents were females and the 
ages ranged from 
18 to 85, the aver- 
age being 44 years. 

previous his- 
tory of ulcer dis- 
tress was usually 
obtained the 
abrupt onset of ex- 
cruciating epigas- 
tric pain, fixing the 
patient in a jack- 
knife position from 
which he could be 
straightened out 
only after overcom- 
ing his strenuous 
objections, was of 
great diagnostic value. One young man, however, 
walked into the clinic with symptoms referable to the 
right lower quadrant, the latter being not uncommon 
and confusing the condition with acute appendicitis. 
Vomiting, occurring but once or twice, was present in 
about 50 per cent, five vomiting blood. A leukocytosis 
with a high differential count was nearly always present 
a few hours after the onset. 
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A tense boardlike rigidity and general tenderness, 
not equaled in any other abdominal catastrophe, was 
constant, the breathing being of the costal type. In 
late cases, however, the picture changed to one of 
general peritonitis with alleviation of the intense pain 
and rigidity. Pneumoperitoneum, determined by cor- 
rect fluoroscopic examination, was of distinct value in 
many cases, and Singer and Vaughan '* maintain that 


Fig. 4.—-Eight years after simple closure for acute perforated duodenal 
uicer. 


it is effective in 86 per cent of their cases proved by 
operation. Figures 1, 2 and 3 are reproductions of 
roentgenograms of three cases of perforated ulcer 
revealing the air pockets beneath the diaphragm. 

The treatment employed in this clinic has been one 
of simple closure, a gastro-enterostomy being  per- 
formed at a later date only if obstruction developed. 
Four patients, however, required a gastro-enterostomy 
at the first operation because of obvious obstruction 


Fig. 5.—Nine years after simple closure. 


of the duodenum. It is surprising, however, how much 
the duodenal lumen may be encroached on without 
producing obstructive symptoms. The ulcer in each 
case was closed by through and through sutures of 
intestinal chromic catgut and inverted by a second row 
of catgut or a purse-string of linen. The defect was 
protected by a tab of gastrohepatic omentum. 


Vaughan, R. T., and Singer, H. A.: 
$05" (Nov.) 1929. 
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Excluding six patients entering the hospital in a 
moribund condition and dying without operation, there 
were fifteen patients who succumbed, giving an oper- 
ative mortality of 20.8 per cent. Postmortem exami- 
nations were performed in every instance, the results 
appearing in table 1. 

Five patients, averaging eighteen hours’ delay, 
drained both in the epigastrium and in the pelvis, died 
of general peritonitis. While it is true that, as the 
result of the action of hydrochloric acid, the contents 
of the stomach are practically sterile from three to 
four hours after ingestion, many of these patients had 
taken fluids or food at a shorter period before perto- 
ration. Deaver reported a positive culture in eleven of 
thirty-four cases, while Brutt'? obtained a_ positive 
culture in 74 per cent of a six to twelve hour group 
and in 93 per cent after twelve hours, 112 patients 
having cultures taken and Streptococcus haemolyticus 
and viridans, Bacillus coli and staphylococci being 


Fig. 6.—-Nineteen years after simple closure. 


obtained. Blalock 'S has shown that the injection of 
infected bile and pancreatic juice into the peritoneal 
cavity of dogs is much more lethal than the uninfected 
juices; also that the combination of the two is more 
deleterious than either alone. Trout has recently 
emphasized the importance of poor oral hygiene. 
Hinton, Dineen and many others have listed general 
peritonitis as by far the leading cause of death. 

Three patients, operated on within an average of 
five hours after perforation, died of bowel obstruction 
at the site of drainage tubes, the former custom being 
to drain the pelvis and upper abdomen in all cases. 
One patient with five hours’ delay died of abdominal 
abscesses, in spite of drainage in both the epigastrium 
and the pelvis, while one, with nine hours’ delay, 
drained only in the pelvis and died of subhepatic abscess 
and empyema. These collections of pus were drained 
without success. 

At present it is our custom to close without drainage 
all cases of less than eight” hours’ delay unless poor 


17. Brutt, H., quoted by Fleming.* 
18. Blalock, Alfred: Surg., Gynec. & Obst. @1: 20 (July) 1935, 
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DUODENAL 
oral hygiene or extensive soiling is present. It is 
probable that the peritoneum can destroy the inhibited 
bacteria present in the early case, once the leak is 
stopped, with avoidance of the danger of bowel obstruc- 
tion. The bacteria in the late case, however, have 
regained their vigor, as shown by the high percentage 


of positive cultures, and drainage above and below is. 


indicated. 


Fig. 7..-Two years after simple closure. 


One perforation occurred in a patient who was in 
the hospital under treatment for severe massive hemor- 
rhage from duodenal ulcer and, on immediate oper- 
ation, the abdomen was found filled with blood, death 
ensuing in a few hours in spite of transfusions. In 
one case the skin sutures and silkworm retention 
sutures were removed by mistake on the seventh day 
after operation, followed by wound disruption and 
death. 

Bilateral parotitis led to death in one case, on the 
tenth postoperative day. Following this experience, 
careful oral hygiene and the chewing of gum after 
operation were adopted in the hospital. 


TABLE Death m Cases 


Average Hours’ 


Cause of Death Cases Delay 
1 5 
Subhepatie abscess and empyema............ j 1 9 
Hemorrhage and shock ........................ 1 1 


It is important to note that not a single instance of 


reperforation, leakage of the ulcer or perforation of 
a second ulcer was present in this series. It is difficult 
to see, therefore, how a more radical procedure, such 
as gastro-enterostomy or a partial gastrectomy, could 
have reduced this primary mortality. Table 2 shows 
the mortality. 

Ten delayed gastro-enterostomies were performed 
without a death, while two of the four primary cases 
were fatal. In the delayed cases obstruction usually 
developed within a few months, but Dineen has empha- 
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sized the fact that obstruction may be the result of 
pylorospasm initiated by nervous upsets which will 
respond to medical management. 

A careful follow up, often including roentgeno- 
graphic examination, was made on all but three of the 
fifty-seven patients who recovered, the results appear- 
ing in table 3. 

The end results over a twenty-six year period of 
conservative treatment were as follows: One patient 
in five with simple closure died, while, of those who 
lived, less than one in five required delayed gastro- 
enterostomy for obstruction. Of the remainder who 


Tasre 2.— Mortality 


Cases Deaths Percentage 
Primary 4 2 50 
Delayed 10 0 0 


lived, with merely a simple closure of the perforation, 
over 95 per cent of the patients followed are well today 
or were until their death from unrelated causes. The 
ten patients who were reoperated on for obstruction 
all recovered, only one of the nine followed having 
symptoms and one reported dead from cancer. 

Figures 3 to 10 are reproductions of roentgenograms 
of seven patients symptom free from two to twenty- 
one years after simple closure. 


SUMMARY 


Acute perforated duodenal ulcer is of rare occur- 
rence but must be kept in mind. 


Fig. 8.—Three years after simple closure. 


The importance of a correct diagnosis and immediate 
surgical management are stressed, because in no other 
acute abdominal emergency is the time factor of 
greater importance. 

Postmortem examination, which was carried out in 

every operative case that ended in death, gave no indi- 
cation that primary gastro-enterostomy or a_ partial 
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gastrectomy would have made a reduction in the opera- 
tive mortality. 

Drainage of the abdomen increases the hazard of 
bowel obstruction and may well be omitted in the 
majority of cases less than eight hours old. 

In this group of patients with simple closure who 
did not develop obstruction, over 95 per cent of those 


Fig. 9.—Two years after simple closure. 


followed remained well, the perforation *perhaps 
destroying the ulcer site to a degree approaching that 
of the cautery. 

Delayed gastro-enterostomy may be safely performed 
on those developing obstruction, the great majority 
remaining symptom free. 


3.—End Results in Fifty-Seven Cases 


Primary gastro-enterostomy.............. 2 well 
2 ulcer distress 
2 unchecked 
Plus delayed gastro-enterostomy......... 7 well 
1 uleer distress 
1 cancer ? 
1 unelecked 


From a review of the complete autopsies and a nearly 
complete follow up in this long term series of cases, 
it would appear that simple closure should be the pro- 
cedure of choice in the majority of perforated duodenal 
ulcers. 


ABSTRACT OF DISCUSSION 


Dr. Harry Kerr, Washington, D. C.: Opinions as to the 
ultimate results in perforated duodenal ulcer are undergoing a 
change. Two or three decades ago, perforation was considered 
as almost curative. Indeed, Gibson said in 1916 that a per- 
foration was often a blessing in disguise to the ulcer sufferer. 
Careful studies from larger city hospitals, where early cases 
are more commonly seen, showed a cure in only 60 or 65 per 
cent. This resulted in advocacy of procedures designed to cure 
the ulcer as well as the perforation. Deaver, as Drs. Guthrie 
and Sharer have said, advocated gastro-enterostomy. Other 
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surgeons advocated pyloroplasty and some even gastric resec- 
tion in acute perforated duodenal ulcer. The bulk of evidence, 
however, still shows that the simplest operation to fit the indi- 
vidual case is the procedure of choice. The perforation is an 
emergency and demands immediate operation. The primary 
consideration is the closure of the perforation and the simplest 
way is best. A single, continuous suture placed at right angles 
to the axis of the bowel and enfolding the perforation will 
reduce the lumen much less than a suture placed parallel to 
the axis and will reduce the number of cases of primary gastro- 
enterostomy. A single suture that is continuous and is well 
placed in the fibrous coat, if subject to any tension, will tighten 
and make the closure even firmer. In the last twenty years 
twenty-three patients with acute duodenal perforation have 
been operated on at the Garfield Memorial Hospital in Wash- 
ington. The immediate operative mortality was 8 per cent. A 
follow up was obtained in twenty cases of the twenty-three. 
Thirteen of these were symptom free or almost symptom free, 
with no indication of recurrence of the ulcer from one to 
fourteen years after operation. In other words, of our small 
group of acute perforated duodenal ulcers, 65 per cent showed 
cure of the ulcer following perforation. The authors’ figure 
of 95 per cent well after closure of acute perforation brings 
us back to the dictum of the past, that a perforation often 
cures an ulcer. 

Dr. Eowin G. RAMspett, White Plains, N. Y.: This pres- 
entation emphasizing conservative treatment is most timely. 
On the question of simple closure versus closure with added 
gastro-enterostomy, a few years ago, in response to a question- 
naire, Dr. Guthrie received replies from about 150 American 
surgeons. Fourteen per cent added a gastro-enterostomy as 
a routine at the time of closure, 42 per cent never added a 
gastro-enterostomy, and 41 per cent occasionally added a gastro- 
enterostomy. Drs. Guthrie and Sharer have told of four cases 


Fig. 10.—Twenty-one years after simple closure. 


in which at the time of the perforation, on account of the 
presence of a probable obstruction, they found it necessary to 
do a primary gastro-enterostomy. They have illustrated the 
point that these cases should be individualized. I have a follow 
up on sixteen consecutive patients on whom I operated at the 
White Plains Hospital. On eleven a simple closure was done 
and on five a gastro-enterostomy was added. Thirteen were 
operated on within six hours of perforation, two within twelve 
hours and one at forty-two hours after perforation. All recov- 
ered. One required a secondary gastro-enterostomy within a 
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year. One developed carcinoma four years after perforation. 
This patient has just had a partial gastric resection. The inter- 
esting problem is presented as to whether or not carcinoma was 
“present in the. edematous mass at the pylorus at the time of 
the perforation four years ago. Dr. Ewing has recently stated 
that he thought it was an error to assume that carcinoma of 
the stomach is always of short duration. Perhaps carcinoma- 
tous cells may remain at the site of a gastric lesion for a 
longer period than has been considered probable. Whether 
this patient had carcinoma four years ago or whether he devel- 
oped it during the interval may be questioned. At any rate, 
the possibility of carcinoma is another indication for the indi- 
vidual consideration of each case. 

Dr. W. T. Coveniin, St. Louis: IT have never performed 
a gastric resection or a gastro-enterostomy at the time I had 
to deal with a perforation. Closing of the perforation has been 
my only effort. There was one case in which the tissues were 
so edematous that I couldn't turn the perforation in. It did 
very well with placing the omentum over it and _ stitching it 
around the perforation. The patients afterward have been of 
the same belief that some of the doctors are; namely, that one 
need not be concerned about them. I have found that is not 
so and that it has been necessary to operate on about half of 
them afterward for one difficulty or another. One patient died 
unoperated on. He said that he had had operation enough the 
first time. He bled to death. A point in diagnosis is the 
differentiation from angina pectoris. I made two such errors 
once, mistaking angina pectoris for an abdominal catastrophe, 
and once mistaking an abdominal catastrophe for angina pec- 
toris. The presence of free air under the diaphragm is diag- 
nostic of perforation. 

Dr. Ropert F. Suarer, Oak Park, In conclusion I 
wish to state that our feeling in this surgical problem is as 
follows: If gastro-enterostomy is to be performed at the 
first operation, with simple closure, it must accomplish one 
of two things: it must either reduce the primary mortality or 
improve the end results. In our mortality statistics there 
were fifteen deaths. In only seven of the fifteen couid death 
be attributed to abdominal sepsis, and most of these septic 
deaths were cases of long delayed operation in which peritonitis 
would be expected. Three of the nonseptic deaths were the 
result of bowel obstruction at the site of drainage tubes which 
gastro-enterostomy would not have saved. Another patient died 
of separation of the wound aiter the intern removed all sutures 
on the seventh postoperative day. Two patients died of pneu- 
monia, one of bilateral parotitis, and one of shock following 
perforation of a bleeding ulcer, the abdomen being filled with 
blood. Certainly gastro-enterostomy would not have saved any 
of these patients. The important points in this complete autopsy 
study are that there was no evidence of later hemorrhage, no 
evidence of leakage of the closed ulcer, and no perforation of 
a recurrent ulcer. From these observations we do not believe 
that a gastro-enterostomy performed at the time of the original 
operation would have reduced the primary mortality. We made 
a follow-up study of end results on all but three of the 
fifty-five patients who lived. Only ten required a later gastro- 
enterostomy for obstruction, and the operations were not fol- 
lowed by death. The follow up on nine of these patients and 
forty-three of the remaining forty-five revealed all but three 
patients well. The latter still had ulcer distress. There were 
95 per cent of cures. The patients in the well group were 
maintaining their weights and were actively at work, most of 
them paying little attention to their diet. X-ray films taken 
of a considerable number showed normal functioning stomachs 
although a scarred duodenum. Apparently the perforation 
destroyed the active seat of the ulcer. 


“A Lean Horse for a Long Race.”—In general, young 
people who are below the standard weight for their height as 
of age 30 will do well to fatten themselves up to that 
standard; and older people do well to hold their weight down 
to the same standard, remembering the old adage “A lean horse 
for a long race.’—Sherman, H. C.: Food and Health, New 
York, Macmillan Company, 1934. 
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ACUTE MESENTERIC ADENITIS 
CHARLES STANLEY WHITE, M.D. 


AND 
J. LLOYD COLLINS, MD. 
WASHINGTON, D. C. 


Acute inflammation of the mesenteric lymphatic 
glands has not been recognized as a medical or surgical 
entity, but in the absence of much desirable data the 
symptoms or the disease, as the case may be, is usually 
designated by those few who have described it as acute 
mesenteric adenitis. This is not to be confused with 
the tuberculous adenitis that is often seen as a part 
of the picture of tuberculosis of the gastro-intestinal 
tract and peritoneum. 

For a number of years I have been puzzled by hav- 
ing im my practice cases that appeared to be acute 
appendicitis clinically, but at operation the appendix 
did not seem pathologically consistent with the clinical 
picture. To be sure, the appendix was red, but it was 
never gangrenous or ruptured. A small quantity of 
clear or slightly cloudy fluid was found in the peritoneal 
cavity, particularly adjacent to the cecum. The cecum 
and small bowel were abnormal only in the congested 
appearance of the vessels. The outstanding pathologic 
condition was found in the mesentery of the distal 
three feet of the small intestine. Here the glands were 
conspicuous by their number and size. Normally, 
glands can neither be seen nor felt in this mesentery, 
but in these so-called cases of acute appendicitis the 
glands varied in size from 1 to 3 cm. in diameter, 
were firm, were a distinet pearly gray, and numbered 
from three to a dozen or more. None of the glands 
were suppurating or gangrenous, and any one could be 
easily enucleated. 

One procedure in such cases was to remove the 
appendix and wonder what was the relation between 
the glands, the appendix, and the clinical signs and 
symptoms. <All the patients recovered after two or 
three days of declining fever, and no drainage was 
employed in any case. 

Several times I have removed a few of the mesenteric 
glands and sent them to laboratories for study. They 
have all failed to develop a growth in various mediums, 
and the sections have shown lymphoid hyperplasia. 
They were definitely not tuberculous. 

During the years 1934 and 1935 I had sixteen cases 
as described, which [I have labeled acute mesenteric 
adenitis. There seems to be a seasonal periodicity in 
their appearance, not unlike an epidemic of a communi- 
cable disease. There is much information to be desired 
in reference to the cause and diagnosis of this disease. 
The sum total of present knowledge is fragmentary, 
but it may be possible to assemble a complete account 
of the disease if the various internists and operators 
add their bit to what there is. With the object of 
stimulating interest in this subject, I am detailing a 
composite case and bringing up to date ail the material 
contributions that were available. 

A cross section of the cases I have seen would give 
a history approximately as follows: 

A child, aged 12 years, without previous history of 
recent illness, gastro-intestinal disorder, sore throat or 
exposure to contagious disease, is disturbed by abdomi- 
nal pain. The pain is rather severe and constant but 
not colicky. It is rather general but is more marked 
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in the lower than in the upper part of the abdomen. 

re is generally an elevation of temperature, from 
102 to 103 F. being rather the rule, with correspond- 
ing acceleration of the pulse and respiratory rate. 
Diarrhea is rarely present, and constipation is the 
rule. Nausea is present in nearly all cases, and vomit- 
ing has not been persistent and usually ceases after 
the stomach is entirely emptied. Foul vomitus has 
not been encountered. 

The physical examination shows a slightly distended, 
tympanic abdomen, generally tender and resistant to 
pressure. While tenderness is marked in the lower 
right quadrant it is also conspicuous by its presence 
in the lower left quadrant. The abdomen is uniformly 
distended but not to an extreme degree. The physical 
examination of the throat and chest has been, in my 
experience, uniformly negative for gross pathologic 
changes. 

The blood counts have shown for the most part 
moderate leukocytosis (from 8.000 to 14,000) but a 


Acute mesenteric adenitis, showing typical destruction of hyperplastic 
glands in the mesentery of the ileum. 


high percentage of polymorphonuclear 
(from 80 to 95 per cent). 
pus cells nor albumin. 

With such a history of an illness of forty-eight hours 
or less in duration, scarcely any other diagnosis than 
acute appendicitis can be entertained, and the patient 
forthwith is admitted to a hospital and the appendix 
is removed without delay. With present knowledge of 
the fulminative nature of appendicitis, especially in 
children, any other treatment than surgical seems 
illogical. 

At the operation, as I have stated in an earlier 
paragraph, the appendix appears in the role of the 
innocent bystander and promptly meets the usual fate 
of that individual. 

Such is the history and termination of these cases 
as I have seen them. There is something decidedly 
unsatisfying in the entire performance in that (1) the 
diagnosis was inaccurate, (2) it is very possible the 
patient would have recovered without operation, (3) 
the pathologic condition remains unexplained and (4) 


neutrophils 
The urine shows neither 
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the error in diagnosis in all probability will be repeated, 
as no differential diagnosis can be established with the 
present inadequate data. 

I have found a number of references to this disease 
(if I may so term it temporarily) by a score or more 
of contributors to the literature in this country, in 
England and on the continent, but no one has traced 
the inciting agent, if one exists. A possible exception 
may be made in the paper of Goldberg and Natianson * 
of Chicago, who reported nineteen cases studied rather 
carefully. I shall consider their cases later. 

Struthers * of [Edinburgh scems to have been the 
first to call attention to this disease, in a paper in 
1921 entitled “Mesenteric Lymphadenitis Simulating 
Appendicitis.” He leaned to tuberculosis as the under- 
lying cause but states that it is far from conclusive. 
Three of the four cases reported were definitely not 
tuberculous. 

Leonard Freeman* of Denver in 1923, writing on 
this subject, satisfies himself that the adenitis is due 
to absorption from the intestinal canal and further 
suggests that it follows the ingestion of contaminated 
milk or other foods. He offers the theory that it is 
of a tuberculous nature but strictly a bovine type: 
guinea-pig inoculations, however, were not convincing. 

Speese * in 1929 devoted considerable space to the 
discussion of the etiology and suggested : 

(a) Stasis of fecal current with increased virulence of the 
organisms in the tleum. 

(b) Inflammatory processes with abrasions and small 
abscesses in the bowel in this region, with secondary infection 
of the glands. ; 

(c) Uleerations in Peyer’s patches, with secondary gland 
involvement. 

Wilensky and Hahn® in 1926 made the statement 
that the mesenteric lymph node of the ileum is never 
seen in the usual types of acute appendicitis, and, since 
the appendix was not involved in their cases of 
mesenteric adenitis, there is no clinical relationship 
between the two conditions, 

1 found approximately twenty other references to 
the subject, all very much of the same tenor; Wagner 
reported a case he ascribed to trauma. The consensus 
is overwhelmingly against a tuberculous invasion. 

Goldberg and Nathanson,' in an analysis of their 
nineteen cases, conclude that the disease can be laid 
at the door of the hemolytic streptococcus because the 
organism was found in all the throats of which cul- 
tures were taken, eight out of nineteen, and add that 
“the same organism has been isolated from a= small 
percentage of the nodes removed and. studied.” Since 
such a study was made in but one case, this leaves: much 
to be desired in fixing the causal relationship. I do 
not attach much importance to the presence of strepto- 
cocci in the throat in connecting up the evidence. The 
authors are in accord with practically every observer 
in exonerating the appendix and agree with the general 
opinion that a prompt exploratory operation should be 
done, as a differential diagnosis is quite impossible. 
They very properly take the stand that this is a safer 
procedure as a surgical principle than to treat such a 
case medically. 


1, Goldberg, S. L., and Nathanson, I, T.: Am. J. Surg. 25: 35-40 
(July) 1934. 

2. Struthers, J. W.: Edinburgh M. J. 27: 22 (July) 1921. 
3. Freeman, Leonard: Surg., Gynec. & Obst. 37: 149 (Aug.) 1923. 
4. Speese, J.: Pennsylvania M. J. 32: 225 (Jan.) 1929, 
5° Wilensky, A. O., and Hahn, L. J.: Ann. Surg. 83: 812 (June) 
26, 
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My experience has been interesting, but so far with 
rather negative results. I have not consistently found 
an organism, and the microscopic sections have been 
without differential features. I can state that it is not 
tuberculous and is not associated with appendicitis or 
with any macroscopic characteristic changes in the 
intestine or mesentery that offer a promising clue of 
the disease. But this is not new. 

One pathologic report by Dr. Earl B. McKinley ° 
offers a ray of hope. He said: 


The lymph nodes in the case of E. E. have just been brought 
to my attention and upon examination I find no inclusion 
bodies in any of the cells which would be pathognomonic of 
virus infection, such as influenza. However, only about half 
of the virus diseases are associated with inclusion bodies and 
these have never been described as yet for influenza. One 
might try to infect ferrets with emulsions of mesenteric lymph 
nodes from such cases as this and in that way demonstrate 
the presence of the virus. 


It requires considerable temerity on my part to sug- 
gest poliomyelitis or any other virus disease as a cause 
of mesenteric adenitis, in view of my incomplete study, 
but I believe that it is entitled to consideration. The 
conception of poliomyelitis has changed somewhat in 
recent years, and, while it may not fit into the symptom- 
atology of mesenteric adenitis, one should consider for 
a moment the following statement by Burrows: ? 


It seems quite evident, therefore, from all available evidence 
at the present time that the primary lesions of the poliomyelitis 
are not in the central nervous system. Poliomyelitis is prob- 
ably a misnomer as it is applied to the disease as a whole. 
It is merely a complication of a widespread infectious disease. 
The disease is not a primary disease of the central nervous 
system; it is a disease of the lymphatic systems of the body. 
The lesions presented are not of the kind in which pus appears 
early, but the lesion is rather that of an acute hyperplastic 
lymphadenitis. The pathologic picture in all of the 
fatal cases was a general lymphoid hyperplasia, which was 
most marked in the solitary follicles of the gastro-intestinal 
tract, Peyer’s patches and the mesenteric lymph nodes. 


He further states: 


As Leake clearly pointed out, the systemic changes that 
are present in all cases are fever, headache and gastro-intestinal 
disturbances. The latter disturbances, which have been noted 
most often, are constipation and slight distention. 


The other probable common virus disease is influ- 
enza. One hears much about “gastro-intestinal flu,” 
but some members of the profession are skeptical of 
its existence and believe that the term is merely a 
camouflage for ignorance. The majority of country 
physicians, and 1 still believe they are the keenest 
observers, have no doubt that influenza of the gastro- 
intestinal tract is as much of a medical entity as 
pneumonia. 

The pathology of influenza is not definitely known 
except in the fatal cases, and here a lung complication 
usually predominates. I certainly have little or no 
information about the pathologic changes in the gastro- 
intestinal tract. 

Earl B. Mckinley,* in discussing the recent St. Louis 
epidemic of poliomyelitis, stated: 

A study of the epidemiology and character of these various 
epidemics bring’ to mind again the possibility of their relation 
to epidemic influenza of probable filtrable virus origin, which, 
in some epidemics, may be of gastro-intestinal nature, in others, 


6. McKinley, E. e' Personal communication to the author. 

. Burrows, M. Is Poliomyelitis a oe of the Lymphatic 
Arch, Nea. 48: 33-50 (July) 19 

. McKinley ., and Vester, E.: nl Soc. Exper. Biol. & 

Med: 31: 297- ) 1933 
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upper respiratory, and possibly in others, one or both of these 
clinical pictures with the predominating effects soon after onset 
manifested in the central nervous system, the pathology being 
that of an encephalitis. The clinical history of this disease, 
the lack of discovery of the true etiological agent over these 
many years, permits at least the raising of the question again 
as to its possible specific relation to epidemic influenza, most 
probably caused by an ultramicroscopic virus. 


I admit my failure to discover the cause of 
mesenteric adenitis and have substituted suggestions for 
facts. It is my hope that the profession may have the 
time and opportunity to write the last chapter, based on 
further laboratory study. 

1801 Eye Street. 


SLOW CARBON MONOXIDE 
ASPHYXIATION 


A NEGLECTED CLINICAL PROBLEM 


HARVEY G. BECK, M.D. 
BALTIMORE 


Although much has been written on the subject of 
acute carbon monoxide poisoning, there is a dearth of 
literature on chronic carbon monoxide poisoning. This 
may be attributed to the fact that there is no unanimity 
of opinion as to whether frequent exposures to sub- 
lethal amounts of the gas over a considerable period of 
time causes any clinical phenomena or pathologic 
changes. Some authoritative textbooks on medicine 
either do not recognize the existence of chronic carbon 
monoxide poisoning as a clinical entity or lead one into 
doubt and pass the matter over with a mere reference 
to the subject. 

Because of this prevailing doubt, I have critically 
studied from the standpoint of symptomatology and 
clinical manifestations a series of ninety-seven patients 
who were repeatedly subjected to sublethal doses of 
carbon monoxide, at varying intervals over prolonged 
periods. The results of these studies, as well as those 
which I* previously reported, seem to furnish ample 
data on which, considered as a result of slow carbon 
monoxide asphyxiation, a definite clinical entity can 
be established. 

Carbon monoxide as a cause of accidental and sui- 
cidal deaths in the United States ranks second to auto- 
mobile accidents. The latter are responsible for about 
36,400 deaths annually and nearly a million injuries, 
entailing an estimated financial loss of billions of 
dollars. Unfortunately, no comprehensive. statistics of 
deaths resulting from carbon monoxide poisoning are 
available to make a comparison of these two great 
hazards. However, in New York City, where reliable 
statistics have been recorded, there were 5,289 deaths 
during a five year period, 1928-1932. This incidence 
of over 1,000 deaths a year has been exceeded by only 
a comparatively small margin resulting from highway 
accidents with an average of 1,400 deaths a year. 

Reasoning by analogy, I concluded that no noxious 
gas so potent when inhaled in atmospheric dilutions 
of 1 per cent or even less as to cause almost instan- 
taneous death can be incapable of producing symptoms 
if inhaled in lesser concentration over a longer period 
of time. 


Read hefore the thirty-seventh annual meeting of the American 
Therapeutic Society, Kansas City, Mo., May 8, 1936. 
1. Beck, H. G.: The Clinical Manifestations of Chronic Carbon 


Monoxide Poisoning, Ann. Clin. Med. 5: 1088-1096 (June) 1927. 
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Neither time nor space permits of a discussion of 
the various sources of carbon monoxide gas or of its 
chemical and physical properties except to state that 
the gas is colorless, odorless, tasteless, nonirritating and 
nontoxic from a chemical point of view. The chief 
property on which the injurious action depends is its 
extraordinary affinity for hemoglobin, which is about 
300 times greater than that of oxygen. This affinity 
results in the replacement of the oxygen in the hemo- 
globin molecule by carbon monoxide, inducing a state 
of anoxemia. Thus the symptoms produced are not 
directly due to carbon monoxide but indirectly to 
anoxemia. For this reason the term “chronic carbon 
monoxide anoxemia” would designate the true nature 
of the condition better than chronic carbon monoxide 
poisoning, as the latter is not only a misnomer but 
actually misleading. 

The symptoms therefore, whether in the acute or 
chronic “form, are identical with those occurring in 
other anoxemic states, as, for example: 

1. Those due to low oxygen pressure in the arterial blood 
resulting from low oxygen pressure in inspired air (altitude) 
or mechanical interference with oxygen absorption (pulmonary 
edema, emphysema, bronchial asthma). 

2. Those due to diminished oxygen-carrying capacity of the 
hemoglobin (anemia, methemoglobinemia, carbon monoxide). 

3. Those due to impeded blood flow through tissues (shock, 
hemorrhages, cardiac failure, Raynaud's disease). 

4. Those due to poisoning of tissue cells with consequent 
failure to utilize sufficient oxygen (cyanide, alcohol). 


Bancroft * designated these forms as anoxic, anemic, 
stagnant and histotoxic anoxias respectively. All 
these conditions manifest certain symptoms in com- 
mon because of insufficient oxygen to cause normal 
oxidation. The human organism as a whole cannot 
withstand the complete withdrawal of oxygen longer 
than a few minutes, whereas isolated tissues may 
recover after the complete withdrawal for several 
hours. 

Structures that demand a rich blood supply, as the 
central nervous system and the heart muscles, are par- 
ticularly susceptible to the effects of anoxemia. As a 
result the dominant symptoms of carbon monoxide 
anoxemia are referable to these organs. The symp- 
toms produced naturally depend on the amount and 
rate of absorption of carbon monoxide by the blood 
and are governed by the amount of gas contained in 
the air inhaled, the temperature and humidity of the 
atmosphere, and the physical activity, general health 
and susceptibility of the individual exposed. 

An atmospheric mixture containing 0.01 per cent 
or less of carbon monoxide may be inhaled indefinitely 
without producing symptoms. However, a mixture 
containing 0.05 per cent is sufficient to produce symp- 
toms in the course of several hours, whereas a mix- 
ture of from 0.1 to O.2 per cent causes severe 
symptoms dangerous to life, and a 1 per cent mixture 
results in almost instantaneous death. 

In other words, the severity of the symptoms pro- 
duced is in accord with the carbon monoxide concen- 
tration of the blood and the rapidity with which the 
gas is absorbed. Practically no symptoms occur with 
a saturation of less than 30 per cent. At 40 per cent 
definite neuromuscular symptoms develop. At 50 per 
cent or higher the symptoms become aggravated, and 
convulsions, delirium, paralysis and coma may super- 
vene. Death almost invariably ensues when the concen- 
tration reaches 80 per cent. 


2. Bancroft, J.: Anoxemia, Lancet 2: 485-489 (Sept. 4) 1920. 
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The manifestations of carbon monoxide anoxemia 
may be divided clinically into three forms: (1) the 
acute form with sudden onset of symptoms resulting 
from overwhelming doses of the gas; (2) the acute 
form with delayed symptoms or sequelae in which the 
individual apparently recovers from acute asphyxiation 
but several days later suddenly develops severe nervous 
symptoms; (3) the chronic form, which will be dis- 
cussed in this paper. 

In the acute form the symptoms may develop 
instantaneously and, without warning, the victim may 
lose consciousness and die if not promptly removed 
from exposure to the asphyxiating gas. If carbon 
monoxide is inhaled in greater atmospheric dilution 
but in sufficient amount to cause a blood saturation of 
from 40 to 50 per cent, a characteristic train of symp- 
toms develops. Among the outspoken symptoms may 
be mentioned frontal headaches, dizziness, yawning, 
blurring of Vision, mydriasis, muscular weakness, 
tremulousness, ataxia, anorexia, nausea, bradycardia, 
hypertension, hyperpnea, palpitation and cutaneous 
flushing. With continued exposure these symptoms 
are followed by stupor, syncope, mental confusion, 
delirium, increased pulse rate, lowered blood pressure, 
slight elevation of temperature and glycosuria. 

Patients generally recover from acute asphyxiation 
without any after-effects if promptly removed from 
the source of carbon monoxide. However, there are 
exceptions when several days after an apparently com- 
plete recovery severe secondary symptoms suddenly 
develop, chiefly referable to the central nervous system. 
These forms constitute the delayed type and are fre- 
quently fatal. The lesions found at autopsies are often 
widespread and may involve any portion of the central 
nervous system. As a result, symptoms or combi- 
nations of symptoms are produced which simulate many 
organic nervous diseases. These may be in the nature 
of cerebral hemorrhage, encephalitis, multiple sclerosis, 
spastic paraplegia, chorea and tetany. Other nervous 
symptoms that may be encountered are ocular palsy, 
optic neuritis, anesthesia, hyperesthesia and paresthesia. 
The mental symptoms include amnesia, aphasia, emo- 
tional instability, confusion, transient mania, dementia 
and feeblemindedness. 


CHRONIC CARBON MONOXIDE ANOXEMIA 

Individuals repeatedly subjected to moderate or 
minimal toxic amounts of the gas causing comparative 
slow asphyxiation develop symptoms similar to those 
occurring in the milder forms of acute asphyxiation. 
It is in cases of prolonged and moderately severe car- 
bon monoxide anoxemia that symptoms due to struc- 
tural organic changes manifest themselves not unlike 
those occurring in the delayed type of acute onset. 

In the ensuing description of chronic carbon mon- 
oxide anoxemia the symptomatology is largely based on 
the study and analysis of this series of ninety-seven 
cases which have been under my personal observation. 

Forty-nine of this group were residents of West 
Virginia and thirty-seven of Maryland. The remain- 
ing ones were distributed through Pennsylvania, Ohio, 
New Jersey, Kentucky and Oklahoma. Sixty-seven 
were males and thirty females. The source of carbon 
monoxide was from natural gas (forty-three), illumi- 
nating gas (twenty-eight), gasoline engines, chiefly 
automobiles (twenty-four), blast furnace and coke oven 
(each one). The duration of intermittent exposure 
ranged from several months to eighteen years. The 
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chief complaints were headache, vertigo, nervousness, 
neuromuscular pains, digestive disturbances, dyspnea 
and palpitation. The most outstanding symptom was 
headache, which occurred in fifty-eight of the cases. 
This was usually dull in character and located in the 
frontal region. At times it was throbbing in character. 
Frequently the patients complained of a sense of pres- 
sure in the frontal area. Headache was associated with 
vertigo in forty-six instances, a symptom often dis- 
tressing to the patient and occasionally incapacitating 
to those engaged in manual labor, on account of the 
disturbance of gait with which it was frequently 
associated. Thirty complained of weakness and tremu- 
lousness in the legs, with ataxia. Several had com- 
plete loss of the use of the legs. Next to headache 
in frequency was the symptom of weakness, which 
was mentioned in the history of fifty-two patients. 
This was usually general. However, many of the 
patients emphasized particularly weakness in the lower 
extremities. Practically all the patients in the series 
exhibited functional nervous and mental symptoms. 
Many were confirmed neurotics. Some were definitely 
psychotic. 


NERVOUS AND MENTAL MANIFESTATIONS 


Among the leading nervous and mental manifes- 
tations were feelings of depression, restlessness, 
anxiety and fears. Introspection, emotional upheavals, 
mental retardation with memory defects and at times 
confusion, besides headache, vertigo, weakness and 
ataxia already mentioned were prominent symptoms. 
Drowsiness and insomnia occurred frequently and in 
about equal proportion; paresthesia, chiefly in the 
extremities, occurred in thirty-six, speech defects in 
seven and paraplegia in three cases. Vasomotor insta- 
bility was a fairly constant symptom, manifesting itself 
in morbid flushing, local sweating, cold extremities and 
purplish congestion of the hands and feet. The special 
senses also were involved. Tinnitus aurium was an 
occasional complaint. Visual disturbances were noted 
in five cases. Sense of smell was perverted in some 
and diminished or completely abolished in others, and 
a certain number of patients complained of a bitter or 
copperish taste. The nervous and mental sequelae in 
carbon monoxide asphyxiation have been ably discussed 
in a recent article by Shillito, Drinker and Shaughnessy.° 


NEUROMUSCULAR MANIFESTATIONS 

Among the leading diagnostic symptoms relating to 
anoxemia from any cause are those referable to the 
neuromuscular mechanism. The outstanding symp- 
tom was pain, either dull aching in character or acutely 
spasmodic. The former appeared as general muscular 
pains or localized in the back, shoulders, epigastrium, 
lower part of the abdomen and the chest. Spasmodic 
pains occurred in the nature of cardiospasm, six cases ; 
pylorospasm, one; enterospasm, three; anal spasm, 
three, and ureteral spasm, two. Dysuria, which was 
a symptom in ten cases, was probably due to spasm of 
the vesical sphincter. 

In seventeen cases muscle spasm, usually confined to 
the legs, was observed, and in fourteen cases painful 
spasmodic contraction occurred in one or more of the 
toes. Fibrillating bundles of muscles were mentioned 
by twenty-six patients. Cramping of the toes and mus- 
cular twitching are regarded highly diagnostic of carbon 
monoxide anoxemia. 


Shillito, F. H.; Drinker, C. K., and Shaughnessy, T. J.: The 
Probi em of Nervous and Mental pel Ty in Carbon Monoxide Poisoning, 
J. A. M. A. 106: 669-674 (Feb. 29) 1936. 
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GASTRO-INTESTINAL MANIFESTATIONS 


In the gastro-intestinal domain glossitis occurred in 
a few instances, and dysphagia, apparently due to 
cardiospasm, in several cases. The majority suffered 
with digestive disturbances. Gastric analysis was made 
in fifty-nine patients. Five showed achlorhydria and 
nineteen subacidity. In only seven instances was the 
acidity found to be above normal. Anorexia was a 
frequent complaint and sixteen patients mentioned 
nausea and vomiting as symptoms. Constipation of the 
spastic type occurred in forty-five and diarrhea in five. 
Two patients with symptoms of gastric ulcer for which 
they were receiving treatment were spontaneously 
relieved within three or four days after admission to 
the clinic. The prompt relief was attributed to their 
removal from daily exposure to escaping carbon mon- 
oxide from defective gas heaters. Thorough exami- 
nations failed to reveal any evidence of gastric ulcer in 
either case. 


CARDIORESPIRATORY MANIFESTATIONS 


Dyspnea and palpitation were the most common 
cardiorespiratory symptoms. Thirty-six patients com- 
plained of the former and twenty-seven of the latter. 
Coughing occurred in fifteen. Yawning, which is one 
of the most constant symptoms in the acute form, was 
mentioned in only five. Hoarseness was occasionally 
present. Precordial distress of varying degrees mani- 
fested itself in fourteen cases. Two of these patients 
suffered from typical angina pectoris and one developed 
symptoms of heart block. 

Clinically there was a definite tendency toward slow- 
ing of the pulse and lowering of the blood pressure 
in contradistinction to increase in the pulse rate and 
elevation of the blood pressure in acute asphyxiation. 
Bradycardia occurred in approximately 30 per cent and 
hypotension in 50 per cent of the cases. Although all 
the patients were adults with an average age of 
approximately 40 years, in forty-eight the systolic 
pressure was mm. of mercury or less, and in 
twenty-five it was less than 110, with a diastolic pres- 
sure ranging from 60 to zero. There were only a few 
cases of hypertension. These were associated with 
arteriosclerosis and cardiorenal disease. 

The basal metabolic rate, which was determined in 
thirty patients, was found to be significantly low, as 
should be expected. Excluding a case of toxic goiter 
with a rate of plus 49 per cent, the highest rate was 
plus 7.7 per cent. Twenty-four were either zero or 
below. Sixteen of these ranged from minus 11 to 
minus 40 per cent. 

Definite changes were found in the blood. Hemo- 
globin estimation ranged from 100 to 110 in sixteen 
patients and the red cell count exceeded 5,000,000 
in forty-four patients. In one instance it reached 
7,800,000. There were no noteworthy changes found 
in the number or morphology of the white cells. 


GENITO-URINARY MANIFESTATIONS 

Vesical irritability with a tendency to nocturia, 
dysuria and pollakiuria was quite common. Several 
patients had incontinence. Glycosuria occurred in thir- 
teen instances and albuminuria in twelve. Cylindruria 
was limited almost entirely to those who were suffering 
from a superimposed chronic nephritis. 

In female patients menstrual disturbances in the 
nature of dysmenorrhea, menorrhagia and amenorrhea 
were noted. In male patients diminution of libido and 
potentia was an occasional complaint. 
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The effect of carbon monoxide asphyxiation on the 
reproductive organs of rats has been demonstrated 
experimentally by Williams and Smith. By exposing 
the animals daily to carbon monoxide for variable 
periods ranging from two weeks to 264 days, they pro- 
duced sterility in both male and female rats, and testicu- 
lar atrophy in the male rats. 


PATHOLOGY 


As carbon monoxide is nontoxic, there is no direct 
effect from inhalation of the gas. The hemoglobin 
molecule being converted from oxyhemoglobin 
carboxyhemoglobin results in anoxemia and asphyxi- 
ation. This in turn may lead to structural changes in 
tissues, especially those richly endowed with blood, 
which normally utilize much oxygen, notably the central 
nervous system and the heart muscles. Clinically and 
experimentally it has been demonstrated that if a state 
of anoxemia persists over a sufficiently long period 
degenerative lesions may develop, especially in the brain, 
with resultant paralysis or other nervous manifestations. 

Recently some very thorough and extensive experi- 
mental investigations on the neuropathology and blood 
chemistry have been made by Yant, Chornyak, Schrenk, 
Patty and Sayers ° of the U. S. Public Health Service. 
Their report contains eighty-four illustrations showing 
the lesions produced in the central nervous system 
resulting from comparatively rapid as well as from 
comparatively slow carbon monoxide asphyxiation. The 
demonstrable nerve lesions and the blood chemistry 
proved to be quite similar in asphyxiation from atmos- 
pheric oxygen deficiency to those produced by carbon 
monoxide. They arrived at the following conclusions : 


1. With comparatively rapid carbon monoxide asphyxia of 
dogs (twenty to thirty minutes), circulatory changes (charac- 
terized by dilatation, stasis, perivascular hemorrhage and 
edema) were noted. 

2. The edema was diffuse and severe, both perineuronal and 
perivascular. 

3. There was a marked difference in the susceptibility of the 
nerve cells to oxygen deprivation. Those of the cortex, corpus 
striatum, dorsal motor nucleus of the vagus, and the dorsal 
sensory areas of the medulla were the most susceptible. The 
nucleus ruber, nuclei of the oculomotor, trochlear, abducens 


and facial nerve, and the large polygonal cells in the reticular . 


formation of the medulla were the least susceptible. 

4. There were two general types of: degenerative changes in 
the nerve cells: (a) Some became shrunken and stained dif- 
fusely, (>) others showed varying degrees of chromatolysis. 

. Even in comparatively rapid carbon monoxide asphyxia, 
there was a diffuse generative change throughout the entire 
brain. 

6. In comparatively slow carbon monoxide asphyxia (eight 
and fifteen hour exposure), the neuropathology of dogs dif- 
fered from the preceding only in degree. 

7. The degenerative nerve cell changes, especially in parts 
of the cortex and the corpus striatum, were a great deal more 
severe than in comparatively rapid asphyxia. 

8. In many of the hemorrhagic areas, as well as in some of 
the extremely dilated vessels, the red blood cells had under- 
gone disintegration. The perivascular areas, especially in the 
meninges, were infiltrated to a greater degree with leukocytes. 

9. There was an increase in number as well as in size, and 
an occasional difference in shape of the neuroglia. Occasionally 
very large clear spaces were found throughout the medullary 
substance. These were not observed in the shorter exposure 
cases. 

10. There was an extensive proliferation of both neuroglia 
and endothelium in the dogs killed from sixteen to 165 days 
after comparatively slow carbon monoxide asphyxia. 


4. Williams, Isabella R., and Smith, Erma: Blood Picture, Repro- 
duction and General Condition During Daily Exposure to Illuminating 
Gas, Am, J. Physiol. 615 1935. 

5. Yant, W. P.; ynak, John; enk, H. H.; Patty, F. A., and 
Sayers, R. R.: Pub. Bull. 1934. 
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11. Large cystic areas were found in the medullary substance 
of the brain. There was a marked cellular reaction in these 
areas consisting of phagocytic neuroglial (“granule”) cells, 
which were large and filled with fat. 

12. The proliferation of the endothelium was found at the 
sites of hemorrhages, collapsed vessels, and in vessels that 
were extremely dilated and contained fragmented blood cells. 

13. Some of the nerve cells were fragmented and invaded 
by neuronophagocytic cells. In general the nerve cells in the 
deepest layer of the cortex adjacent to the medullary sub- 
stances showed the most severe damage. Many cells, especially 
in the upper layers of the cortex, and most of the cells through- 
out the brain stem had completely recovered. 

14. There were focal areas of myelin degeneration through- 
out the entire nervous system, including the peripheral nerves. 


Their blood studies always revealed a marked hyper- 
glycemia and hyperuricemia; the nonprotein nitrogen 
and urea slightly increased, creatinine remained prac- 
tically normal and the inorganic phosphates increased. 
There was an increase in the hydrogen ion concentra- 
tion and a decrease in the carbon dioxide content of the 
blood. The blood counts showed a slight but insignifi- 
cant tendency toward an increase in hemoglobin, red 
blood cells, white blood cells and polymorphonuclears. 

Williams and Smith observed an increased fragility 
of the red cells, which occurred only in animals daily 
exposed over 200 successive days. The hemoglobin 
percentage became significantly increased and remained 
high throughout the course of the experiments and 
there was a corresponding increase in the red cells. 

These observations correspond exactly with the 
clinicopathologic reports of the patients who died of 
asphyxiation. Thus MacCallum ® states that it is com- 
non to find at autopsy symmetrical areas of soften- 
ing with minute hemorrhages in the corpora striata 
and lenticular nucleus in illuminating gas poisoning. 

Hedren* found at autopsy numerous small hemor- 
rhages in the pia mater, especially of the cord, with 
a tendency to softening. There were small thrombi 
in the left optic thalamus, fatty degeneration of the 
small vessels throughout the cerebral nervous system, 
thickening of the pia mater of the brain and degenera- 
tion of the central and peripheral nerves. 

McConnell and Spiller * reported areas of softening 
in the lenticular nucleus and microscopic cerebral 
jesions in a patient who died forty days after apparently 
recovering from an acute attack. In most of the fatal 
cases death was attributed to these cerebral lesions. 
Many of the lesions are characteristic of the epidemic 
form of encephalitis and the clinical syndromes pro- 
duced cannot be readily differentiated from those 
caused by carbon monoxide. Moreover, the symptom- 
atology is as protean in character in carbon monoxide 
anoxemia as in encephalitis. Gray’ states that hemor- 
rhagic encephalitis follows frequently, and Armour *” 
calls attention to the fact that carbon monoxide may 
cause encephalitis. Four patients in the series studied 
exhibited typical symptoms of the parkinsonian type 
of chronic encephalitis. 

COMMENT 


A knowledge of these underlying pathologic changes, 
the result of anoxemia, makes it possible to interpret 
properly the clinical manifestations exhibited by these 


6. MacCallum, W. G.: Text ag gf Pathology, ed. 5, Philadelphia, 
W. B. Saunders Company, 1934, 377 

7. Hedren, C.: Nordiskt med. oaks 35:3: 2, Foliden, Bd. 11, p. 10, 
1903, cited in Sajou’s Analytical Cyclopedia of Practical Medicine, ed. &, 


vol. 
8. ‘McConnell, J. W., and Spiller, W. G.: A Clinicopathologic ity 
of Carbon Monoxide Poisoning, J. A. M. A. 59: 2122 (Dec. 14) 1912. 
9. Gra ray .: Attorney's a Book of Medicine, Albany, N. Y., 
Matthew Bender Company, 1934, 75. 
Armour, R. G., in Cecil's = ed. 3, Phila- 
delphia, W. B. Saunders Company, 1934, 
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patients and correlate them with the lesions responsible 
for the symptoms. If the interpretations including the 
history, train of symptoms, clinical phenomena and 
laboratory observations in this series of cases are 
correct, a definite clinicopathologic entity due to slow 
carbon monoxide asphyxiation is established. 

Practically all the symptoms presented can readily 
be explained on this basis and certain well defined 
syndromes referable to disturbed function of the cere- 
brospinal, neuromuscular and cardiovascular systems 
can also be readily accounted for but not easily differ- 
entiated from other closely allied syndromes resulting 
from other causes. Carbon monoxide anoxemia may 
unquestionably produce the parkinsonian syndrome so 
frequently accompanying other forms of encephalitis, 
as well as any of the many other encephalitic symptoms, 
since the pathology is essentially that of epidemic 
encephalitis. Likewise certain heart lesions may be 
simulated, notably angina pectorjs, to which anoxemia 
of the heart muscle has been ascribed as an etiologic 
factor. One of the patients suffered with frequent 
attacks until the cause was ascertained, which was 
almost continuous exposure to carbon monoxide from 
defective gas heaters. As soon as he was removed from 
the danger, the attacks promptly ceased. The thoracic 
pain and precordial distress, 4 frequent complaint, is 
also most likely due to oxygen deprivation of the heart 
muscles. The scope of this paper does not permit of a 
detailed discussion of the various clinical types of the 
disease. These will be more fully described in another 
paper. 
It is obvious that in these chronic forms any thera- 
peutic measure fails to influence the course and prog- 
ress of the malady so long as the cause is not removed. 
After the patients are freed from exposure the treat- 
ment becomes symptomatic and largely hygienic. The 
solution to the problem lies in the administration of 
proper preventive measures through well trained indus- 
trial and sanitary engineers under the direction of 
municipal and state boards of health. More emphasis 
should be placed on public health instruction with 
regard to the hazard, and statistics should be more 
available, like those obtained from traffic accidents, in 
order to ascertain its real«significance from a_ public 
health standpoint. 

SUMMARY 

1. A series of carefully studied cases of slow carbon 
monoxide asphyxiation has been studied. 

2. The symptoms exhibited have been correlated with 
the pathologic lesions produced in experimental animals 
and found at autopsy. 

3. The results establish the fact that slow carbon 
monoxide asphyxiation (anoxemia) produces a definite 
clinicopathologic entity despite views held to the 
contrary. 

4. The symptoms arise predominantly from organs 
rich in blood supply, thus demanding much oxygen, 
such as the central nervous system and the heart 
muscles. 

5. Owing to doubt and uncertainty as to the actual 
existence of the malady and a scant literature on the 
subject, the condition is not generally recognized by the 
profession and its importance has been underestimated. 

6. Since there is no medicinal remedy when the 
organic changes have once developed, treatment must 
be directed toward its prevention by proper public 
health measures. 

St. Paul and Twenty-Third streets. 
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THE HYPOGLYCEMIC STATE IN THE 
TREATMENT OF SCHIZOPHRENIA 


BERNARD GLUECK, M.D. 
OSSINING, N. Y. 


During a recent trip to Europe I saw at first hand 
the application of a deliberately induced hypoglycemic 
state and insulin shock in the treatment of schizo- 
phrenia. 

Through the courtesy of Dr. Manfred Sakel! of 
Vienna, who introduced this method of treatment, his 
co-worker, Dr. Karl T. Dussik, and Dr. M. Miller and 
the staff of the Cantonal Hospital at Miinsingen, Bern, 
I assisted in the application of this treatment for three 
weeks. This experience led to certain convictions based 
on actual observation of twenty psychotic patients 
undergoing insulin therapy, the personal examination 
of many patients who had been discharged as recovered, 
and the careful reading of the case records at Min- 
singen on which some of the statistics here quoted are 
based. 

I am fully aware of the difficulties inherent in any 
attempt to estimate the worth and validity of statistical 
data concerning therapeutic results in psychiatry. 
Nevertheless, the statistics of the results of this therapy 
possess certain qualities which should gain for them 
serious attention. Time alone will tell how permanent 
the alleged cures are; one patient had remained entirely 
well for two years after the termination of the treat- 
ment, and there were several whose recovery has lasted 
about a year. Apart from the question of the per- 
manence of the alleged cures, there is another impor- 
tant question, namely, how many of these restored 
patients might have made a spontaneous recovery, as 
sometimes happens even in severe cases of schizo- 
phrenia. These considerations apart, the available sta- 
tistics are impressive, especially those based on the 
Swiss clinical material, which now embraces 118 cases 
of schizophrenia treated in ten private and public 
mental hospitals in Switzerland. 

This new form of therapy was introduced by Sakel 
at Professor Potzl’s clinic in Vienna in October 1933. 
Since then it has been employed in private and public 
mental hospitals in Switzerland, in the Netherlands, in 
Poland and in isolated German clinics, has recently 
been introduced at the Moscow Psychiatric Clinic by 
Kronfeld, and has been investigated by a special com- 
mittee of the Board of Control of Great Britain, whose 
report will be published shortly. 


RESULTS OF TREATMENT 

The first available statistics were published by Dussik 
and Sakel ? and comprise 104 cases, consisting of fifty- 
eight recent ones (duration under one-half year) and 
forty-six older ones. In the group of fifty-eight recent 
cases a good recovery was made in 88 per cent, enabling 
these patients to resume former occupations in the com- 
munity, while in 70.7 per cent a complete recovery was 
attained. In the group of forty-six older cases (dura- 
tion of illness more than one-half year) a good social 
recovery was made in 47.8 per cent, whereas a complete 
remission was attained in 19.6 per cent of the cases. 

The investigators did not have complete freedom in 
their selection of the patients for treatment, owing to 
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limited personnel at the Vienna clinic and because of 
other local reasons. New cases were taken on as the 
old ones were discharged, but naturally, whenever pos- 
sible, they gave preference to the recent cases. Of the 
good remissions, fifteen patients have been well now 
(Jan. 10, 1935) about a year, and thirty-four for more 
than half a year. Of the group of recent cases there 
were nine relapses, as follows: three patients who had 
. been considered completely restored, five who had made 
a good recovery and one who had made a social 
recovery. Of these nine patients, five were again placed 
under treatment, of whom three had a good recovery, 
one showed no benefit and one is still under treatment. 
All other cases which were considered to be of recent 
origin at the time the treatment was instituted show to 
the present an unchanged state of well being. Of the 
older cases, six showed a recurrence. All six of these 
patients were placed under treatment again with the 
following results: One gained a complete recovery, one 
gained a good recovery, two gave questionable results, 
one showed no improvement whatever, and one was 
still under treatment at the time of their report. 

The writers consider in detail the effect of the new 
therapy on the various forms of schizophrenia. In com- 
mon with the experience of others who have employed 
this therapy, they found that the paranoid types respond 
more favorably to the treatment than the other types. 
Another remarkable fact is the duration of the treat- 
ment. A computation of the length of treatment of the 
first twenty patients on the list of those who fully 
recovered gives an average duration of treatment of 
fifty-two and a fraction days. In view of the customary 
responsiveness of schizophrenic patients to the various 
forms of treatment hitherto employed, this is remarka- 
ble. I might also add that the quality of the recovery 
in most of the ex-patients whom I examined was of an 
exceptionally satisfactory nature, of a kind only rarely 
seen in those schizophrenic patients who achieve a 
spontaneous remission. These impressive Vienna sta- 
tistics are fully corroborated by the as yet unpublished 
statistics of the Swiss material. I am indebted to Dr. 
M. Miller of Munsingen for the availability of this 
material for the present purpose. 

In an address delivered before the Medical Society of 
Bern-Stadt Feb. 13, 1936, Muller * reviewed the entire 
subject and reported seventy-five cases in which treat- 
ment had been completed at seven Swiss hospitals. 

In estimating the results in these cases, he calls atten- 
tion particularly to the two categories of complete 
recovery and total failure. He rightly states: “The 
concept ‘improvement’ is such a vague and tenuous 
one that it had better be entirely left out in any critical 
examination, especially in this obscure field of schizo- 
phrenia, and when the estimate is made by various 
investigators. On the other hand, the concept ‘complete 
recovery can mean only one thing, the total rehabilita- 
tion of the personality, including affectivity, and also, 
naturally, complete capacity for work.” 

He divided his material into those in whom treatment 
was initiated within one-half year after the onset of 
the illness, those who had been ill one and a half years 
and those who had been ill more than one and a half 
years. 

Of the entire group of seventy-five patients, thirty- 
six, or 48 per cent, of the total, achieved complete 
recovery. Of the thirty-six who recovered, twenty-six 
had been ill less than one-half year, nine between one- 
half and one and a half years, and one more than one 
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and a half years. The twenty-six recent cases in 
which recovery occurred constituted 76 per cent of the 
total of thirty-four cases in which illness had lasted 
less than one-half year. There were fifty-one patients 
in all of those who had been ill one and a half years 
or less. Of this total group thirty-five, or 68 per cent, 
made a complete recovery. ‘Total failure occurred in 
eighteen of the entire seventy-five cases, but only in 
eight, or 15.6 per cent, of the fifty-one patients who 
were ill one and a half years or less. In the remain- 
ing twenty-one cases of the total of seventy-five,’ 
improvement was noted. 

I agree with Miller when he says that these figures 
are in such marked contrast to any hitherto published 
figures on spontaneous recoveries that there can be no 
doubt about the superior worth of this method of 
treatment. 

Since these statistics were computed, Muller and his 
collaborators in ten other Swiss mental hospitals, both 
private and public, have had at their disposal forty- 
three additional records of cases of schizophrenia in 
which the treatment has been completed, so that statis- 
tics are now available on a total of 118 Swiss cases. 

Of this total, fifty-two of the patients had been ill 
less than one-half year, and forty of these, ore78.8 per 
cent, made complete recoveries, as compared with 76 
per cent of similar material reported on last February. 
Seventy-eight of the total of 118 patients had been ill 
one and a half years or less, and fifty-four of these, 
or 68.2 per cent, made full recoveries, as compared with 
68 per cent in the earlier similar material. There were 
forty patients of the total of 118 who had been ill more 
than one and a half years. Of these, two made full 
recoveries, sixteen were improved and _ twenty-two 
remained uninfluenced, whereas of the seventy-eight 
patients who had been ill one and a half years or less 
only eleven remained uninfluenced by the therapy, and, 
in addition to the fifty-four who made full recoveries, 
thirteen also showed improvement. 

The high degree of agreement between the earlier and 
the present enhanced material must be looked on as an 
important element in estimating the validity of these 
statistical observations. 

COMMENT 


Should the results reflected in these statistics prove 
to be entirely permanent, or even considerably so, the 
discovery of this method of therapy of the psychoses 
will constitute, because of its far-reaching biologic, 
medical and social implications, one of the greatest 
achievements of medicine. Moreover, it opens unlimited 
research possibilities in directions other than schizo- 
phrenia. The evidence is far from conclusive that the 
effects of the hypoglycemic state and of the insulin 
shock in patients with schizophrenia is something 
specific to this form of disorder. Indeed, encouraging 
results have been reported in a few cases of meno- 
pausal depression and in a few cases of severe com- 
pulsive states. Such theoretical considerations as Sakel 
has permitted himself to advance have been stated in 
the two publications already referred to and in a forth- 
coming publication by the same author of an address 
given March 19, 1936, before the Psychologic and 
Neurologic Clinic at Vienna.*’ The phenomena of the 
hypoglycemic state, especially in those patients who 
react with profound shock, are extremely varied, and, 
when viewed from the standpoint of a genetic-dynamic 
psychology, reveal an amazing array of manifestations 
which can best be understood through an acquaintance 
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with the phenomena of repression, regression, projec- 
tion, catharsis, transference and other well known 
psychoanalytic concepts. This is the more amazingly 
interesting because the therapeutic agent, whatever its 
specific mode of influence may be, is of a biochemical 
nature. Certainly, the average patient’s reaction to this 
sudden deprivation of the organism of its sugar content 
has much in it of the nature of a profound organismal 
and personality disintegration, albeit temporary in 
duration, as does the reaction to the reintroduction of 
the required quantity of sugar reflect, in many ways, 
perceptible stages of a reintegration on neurologic and 
psychic levels. Tempting as is the desire to carry this 
thought further, this is not the place for it. 

A few words as to the alleged dangers of this form 
of therapy. The serious and far-reaching manifes- 
tations of accidental insulin shock are well known. It 
is conceivable, therefore, that the deliberate introduction 
of a profound state of hypoglycemia with the necessity 
of exploiting its effects to the furthest possible limits 
short of endangering the patient’s life, as is required 
by this form of therapy, carries with it a considerable 
element of danger. No other form of psychiatric 
therapy requires as much care, skill and caution in its 
application as does this. It demands also a type of 
nursing personnel and hospital organization second to 
none in efficiency, team work and readiness for emer- 
gency intervention. Four deaths have been recorded 
in connection with the treatment, three in Vienna and 
one in Switzerland, but it is impossible to state with 
accuracy what percentage this constitutes of the total 
treated. The first mortality occurred during the early 
days of the use of this therapy, when the technic was 
not so well perfected as it is today. The second was 
due to coronary disease, which was not detected during 
the preliminary physical examination. The third death 
was due to a necrosis of the pancreas. The death in 
Switzerland occurred about three hours after the termi- 
nation of the hypoglycemic state from an acute pul- 
monary edema in a patient over 50 years of age. 

It should be stressed, however, in this connection, 
thac because of the almost instantaneous restorative 
effects which the introduction of sugar brings about, 
the dangers of the hypoglycemic state are not as great 
as are the dangers connected with some of the forms of 
narcotic therapy in the psychoses, or those encountered 
at times in connection with the malaria therapy of 
dementia paralytica. As to the possible injurious physi- 
cal sequelae of repeated insulin shock, nothing definite 
can be stated as yet. Certainly, while undergoing the 
treatment, the patients appear to be in fine physical 
condition, usually gain weight, and, aside from a slight 
sense of fatigue, do not complain of physical discom- 
fort during the time when they are not in the hypo- 
giycemic state. 

As to the technic of application of this form of 
treatment, the reader is referred for a detailed descrip- 
tion to the publications already cited. The object is to 
achieve a progressive insulinization of the patient 
through the intramuscular administration of daily 
increasing doses of insulin until the so-called shock 
dose is attained. Apart from the experience required 
to recognize the signs indicative of the attainment of 
the shock dose and the skill in dealing with such 
emergencies as might occur, this phase of the technic 
is not as difficult as is the phase that has to do with the 
interruption of the hypoglycemic state. The great diffi- 
culty lies in the total unpredictability of the patients’ 
reactions from day to day or even from hour to hour. 
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Even the same patient reacts differently from day to 
day, and experience alone is the guide as to when and 
how to intervene. In his latest paper, already referred 
to, Sakel goes into great detail in explaining the differ- 
ences of procedure indicated in the different forms of 
schizophrenia and in the changing clinical phases that 
occur in the course of the treatment. But while the 
theoretical basis for these indications may be valid, the 


‘é@xperiences encountered in the actual application of the 


treatment do not permit of a close adherence to these 
prescriptions. The therapy, apart from certain general 
guiding lines, is an exceedingly individual therapy, in 

which not only general medicinal factors play an impor- 
tant role but keen psychiatric and psychologic insight 
are also required for the correct exploitation of the 
curative possibilities furnished by the hypoglycemic 
state in the individual case and for the avoidance of 
serious errors of misinterpretation and misapplication. 
Finally, a word of caution: Do not confuse this form 
of therapy with previous attempts in the use of insulin 
in the psychoses. 


TREATMENT OF DEMENTIA 
PARALYTICA 


COMPARATIVE STUDY OF COMBINED ARTIFICIAL 
HYPERPYREXIA AND TRYPARSAMIDE VERSUS 
THERAPEUTIC MALARIA: A_ PRELIMI- 
NARY REPORT 


CLARKE H. BARNACLE, M.D. 
FRANKLIN G. EBAUGH, M.D. 
AND 
JACK R. EWALT, M.D. 
DENVER 


This communication is a preliminary report of a long 
term study of the comparative value of combined arti- 
ficial fever and tryparsamide versus therapeutic malaria 
in the treatment of dementia paralytica. Tryparsamide 
and heavy metal chemotherapy were administered in 
the follow-up care of the sixty patients observed in 
both series. 

From the time of Wagner von Jauregg’s original 
report in 1917 on the therapeutic value of malarial 
fever in the treatment of dementia paralytica there 
have been many confirmatory publications from 
Iuropean and American medical centers. There is 
no doubt that malaria is distinctly beneficial in com- 
bating this disease, but many workers are of the opinion 
that the procedure leaves much to be desired. In 
1929 Neymann and Osborne! and later, in March 
1930, King and Cocke * reported successful treatment 
of dementia paralytica with pyretotherapy produced by 
diathermy and stated that their results compared favor- 
ably with those obtained from malarial inoculation. 
In a comparatively recent monograph Hinsie and 
Blalock,® pioneer investigators with the ultra-high fre- 
quency oscillator, reviewed the literature of pyreto- 
therapy in the treatment of dementia paralytica and 
reported on comparable groups of patients treated by 


From the Colorado Psychopathic Hospital. 
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various methods: the high frequency current followed 
by tryparsamide, the high frequency current alone, 
malaria, and tryparsamide. They indicated that their 
best clinical results were obtained with the high fre- 
quency current followed by tryparsamide. These 
workers have initiated a recent treatment series of 
dementia paralytica in which electropyrexia and tryp- 
arsamide are administered simultaneously. Simpson 
and his co-workers* combined chemotherapy (bis- 
marsen, iodobismitol or tryparsamide) with the radio- 
therm treatment of neurosyphilis. In December 1935 
Simpson ® reported unusually good results in the treat- 
ment of dementia paralytica utilizing the Kettering 
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hypertherm. His method was a combination of fifty 
hours of hyperpyrexia (105-106 F.) and thirty injec- 
tions of a chemotherapeutic agent ; bismarsen was given 
prior to each heating. 

The experience of the Colorado Psychopathic Hos- 
pital staff is in agreement with Wagner von Jauregg,® 
Solomon and Epstein’ and others. Strecker and 
Ebaugh * in their textbook say: “In our series perma- 
nent results are much more numerous in the group 
which has had the advantages of intensive postmalarial 
chemotherapy, so that we have come to regard this as 
an essential part of the treatment of general paresis— 
tryparsamide has been found to be particularly effec- 
tive. To achieve clinical arrest, prolonged treatment 
is essential; in no case should the duration of treat- 
ment be less than two to three years.” Our results 
with malarial therapy * are comparable to other pub- 
lished reports but we felt that other methods were 
worthy of investigation. In February 1935 we initi- 
ated a long term study of the value of combined arti- 
ficial fever and tryparsamide therapy as compared to 
therapeutic malaria followed by tryparsamide. 


MATERIAL AND METHODOLOGY 

The University of Colorado Medical School and 
Hospitals was lent three Kettering hypertherms '° by 
the General Motors Company for experimental research 
particularly in the field of neurosyphilis. Three 
machines were installed in the early part of February 
1935, and immediately thereafter this comparative study 
of therapeutics i in dementia paralytica was inaugurated. 
From this date to February 1936, a one year period, 
sixty patients with dementia paralytica were treated by 
one of two methods; thirty patients received a com- 
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bined course of artificial fever and tryparsamide, while 
the other thirty were given a course of malaria. Both 
groups were followed up in treatment by weekly injec- 
tions of tryparsamide, and if a period of six months 
elapsed after pyretotherapy, bismuth subsalicylate was 
administered at weekly intervals. 

All the patients treated were suffering from the 
adult form of dementia paralytica. It will be noted 
in table 1 that fifty-one of the sixty patients were 
below 50 years of age, while nine were above that age. 
The youngest patient was 20 years of age and the 
oldest 61. The average age of the fever group was 
37.9 years, as compared to 42.6 years in the malaria 
series. Of the total number of patients reported, there 
were forty-four males and sixteen females. The 
average age of all males was 41.4 in comparison with 
37.1 years of the females. 

The average duration of symptoms of dementia 
paralytica for the total series of sixty patients prior 
to treatment was 18.45 months. In the hyperpyrexia 
group the duration was 16.7 months, while in the 
malaria series it was 20.2 months. 

Fifty patients had received no antisyphilitic therapy 
during the year prior to treatment, while ten patients 
had been given various kinds of chemotherapy without 


_ improvement ; six of these were in the fever group and 


four in the malaria division. In the former series two 
patients had previously received malaria without benefit, 
while in the latter group only one patient had had a 
course of malaria prior to this study. 

We have classified our cases of dementia paralytica 
for convenience into three main groups as follows: ® 

Group A: The deteriorated group, in which destruc- 
tion of the central nervous system had proceeded to an 
advanced degree, with little possibility of retarding the 
disease process. These patients presented definite evi- 
dence of mental deterioration on examination. 

Group B: An organic reaction with psychosis of 
functional coloring. Clinically this group included 
psychoses similar to the functional disturbances seen 
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in manic excitements, with depressions and other reac- 
tion types in addition to the organic symptoms present 
in dementia paralytica. 

Group C: Cases without signs of deterioration of 
dementia paralytica in which mental symptoms were 
frequently transitory and exhibited before any signs of 
deterioration occurred. This group included delirious 
reactions and. neurologic irritative phenomena, as seen 
in convulsive seizures, aphasic attacks, and combi- 
nations of meningovascular upsets. 

Of the sixty patients of the total series there were 
seventeen in group A, thirty-three in group B and ten 
in group C, In the malaria classification there were 
eight in group A, eighteen in group B and four in 
group C; in the fever series there were nine in group A, 
fifteen in group B and six in group C. While this was 
a fairly even distribution of patients, no attempt was 
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made at selection. The patients were assigned to the 
two services alternately when the question of treatment 
arose. The same prerequisites were demanded of each 
group; the usual contraindications were considered. 
In this period of one year ten additional patients with 
dementia paralytica were disqualified for either pyreto- 
therapy or malaria because of gross contraindications. 


APPARATUS AND TECHNIC 


In the production of artificial fever we are using the 
Kettering hypertherm.’! This apparatus is an air con- 
ditioned cabinet through which moist heated air is 
circulated by electrical blowers. Fever induction by 
this method depends on two factors: (1) the transfer 
of heat by conduction from the circulating hot moist 
air and (2) the prevention of the normal loss of heat 
from the body by radiation and evaporation. The con- 
trol of these factors accounts for the elevation of body 
temperature and its maintenance at a desired level. 

‘The prescribed course of hyperpyrexia in the treat- 
ment of dementia paralytica is fifty hours of from 105 
to 106 F. given in ten sessions of five hours each. The 
interval between treatments in the series of thirty cases 
was from four to seven days. It is our feeling that 
shorter intervals tend to debilitate the patient and 


Taste 3.—Elevations and Chills in the Malaria Series 
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increase the hazards of pyretotherapy. With this cau- 
tious schedule the great majority of our patients gained 
or held their original weight during the course of 
treatment. 

In the thirty patients treated with the Kettering 
hypertherm, the average number of hours of 105-106 F. 
fever was 44.5. The average number of treatments in 
this group was 10.4. It will be seen in table 2 that the 
majority of the patients received the prescribed course. 

Tryparsamide, 2 Gm., was administered intra- 
venously at the height of each session, usually dur- 
ing the first or second hour of elevated temperature. 
Following the course of hyperpyrexia the patient 
received tryparsamide, 3 Gm., at weekly intervals. 

In the group treated with malaria, we used the 
tertian strain of plasmodium. From 1 to 2 cc. of 


citrated malaria blood was injected either intravenously. 


or into the muscle. It will be noted in table 3 that 
the average number of elevations of temperature was 
9.9 while the average number of chills was 8.2. It is 
our practice to follow each course with biweekly injec- 
tions of neoarsphenamine for six doses before tryp- 
arsamide chemotherapy. 


RESULTS 


The results of the comparative study of the two 
series treated between February 1935 and February 
1936 were analyzed in April 1936. It is obvious that 


11. A detailed description of this apparatus is given by Simpson.* 
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some cases will have been observed over a longer period 
than others. As we have mentioned before, this com- 
munication is a preliminary report of a proposed long 
term study and we do not intend to draw any con- 
clusions at this time, realizing that a one year study 
is an extremely short period of observation. 

Our clinical results are summarized in table 4. In 
the combined artificial fever and tryparsamide group 
there were twelve complete arrests, or 40 per cent, 


TABLE 4.—Types of Treatment and Clinical Results 


Combined Artificial Fever 


and Tryparsamide Therapeutic Results 


Number of “Nu mber of : 

Clinical Status Cases Percentage Cases Percentage 
Complete arrest............ 12 40.0 7 23.3 
Improved.............eees08 9 30.0 12 40.0 
Unimproved................ s 26.6 7 23.3 
Died during treatment..... 0 0 1 3.3 
Died subsequently.......... 1 3.3 3 10.0 
ee ~ 30 100.0 30 100.0 


while in the malaria series there were seven complete 
arrests, or 23.3 per cent. One will note nine improved 
cases in the fever group (30 per cent) as compared to 
twelve improvements in the malaria series (40 per 
cent). This means that in the fever series 70 per cent 
of the patients were definitely benefited by their treat- 
ment while in the malaria group 63.3 per cent were 
likewise helped. Eight fever cases were unimproved 
(26.6 per cent); seven of the malaria series failed to 
show improvement (23.3 per cent). No patients died 
during the course of hyperpyrexia but one died two 
weeks after the completion of an artificial fever course 
from a cerebral hemorrhage. One patient died during 
a course of malaria and three have died subsequently. 

It may be interesting to compare the results in the 
group A, B and C classification in table 5. The great 
majority of complete arrests occurred in group C, 
particularly in the fever series. The next best results 
were obtained in group B, dementia paralytica patients 
with psychoses in which there was a functional color- 
ing. The majority of the failures were in group A, 
the deteriorated dementia paralytica patients. 

We recognize that it is very difficult to ascertain the 
exact status of the clinical picture in dementia para- 
lytica. The picture may be a changing one especially 


Tasie 5.—Group Classification in Relation to Clinical Results 


Combined Artificial Fever 


and Tryparsamide Therapeutic Malaria 


Group Group Group Group Group Group 


Clinical Status B Cc A B Cc 
Complete arrest......... 0 6 6 0 6 1 
Improved................ 3 6 0 3 7 2 
Unimproved 6 2 3 3 1 

1 0 0 2 2 0 

10 14 6 8 18 4 


in the groups we are observing, for in many instances 
the lapse of only a few months has occurred since the 
completion of the fever or malaria course. 

In considering the apparently better results in the 
fever group over the malaria series, we must evaluate 
the age distribution and duration of symptoms prior to 
treatment (tables 1 and 6). In that the average fever 
patient was younger and his symptoms were of shorter 
duration, he was perhaps a better candidate for either 
type of treatment. One must consider, moreover, that 
the fever patients had the advantage of tryparsamide 
chemotherapy during the hyperpyrexia sessions. 


— 
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The cerebrospinal fluid serologic results are presented 
in table 7. It will be noted that practically the same 
number of patients showed improvement in the two 
series. There were four serologic reversals in the fever 
group as compared with none in the malaria series, but 
we were unable to check eight cases in the latter group 
in contrast to three in the former. We have followed 
the serologic grading of Solomon and Epstein* and 
likewise have not considered the serologic reaction of 
the blood as significant in determining the efficiency of 


TABLE 6.—Duration of Symptoms Prior to Treatment 


Combined Artificial Fever Therapeutic 


and Tryparsamide Malaria 
A ~ 
Com- Com- 
plete Im- Unim- plete Im- Unim- 


Arrest proved proved Died Arrest proved proved Died 


Within 6 months 4 3 3 0 3 3 1 1 
Within 12 months 4 4 1 1 2 2 2 0 
Within 18 months 1 1 : * 1 2 3 2 
Within 24 months 1 1 1 0 0 2 0 0 
Within 30 months 1 0 0 0 0 0 0 1 
More than 3 years 1 0 3 0 1 3 1 0 

9 8 1 7 12 7 4 


12 


Average, 16.7 months Average, 20.2 thonths 


treatment. Our results demonstrate no parallelism 
between clinical and serologic improvement, as one 
would expect in a one year study.’* It is a known fact 
that as years go by following the treatment of dementia 
paralytica the cerebrospinal fluid tends to become 
negative. 

COMMENT 


In conducting the two types of treatments simul- 
taneously we have been impressed with certain advan- 
tages and disadvantages in each type of treatment. In 
regard to the combined artificial fever and tryparsamide 
method its advantages are that tryparsamide may be 
administered without interfering with the course of 
treatment, prescribed dosage of treatment may be given, 
treatment may be terminated instantly if complications 
arise, secondary anemia does not contraindicate treat- 


Tas_e 7.—Serologic Results of Cerebrospinal Fluid 


Combined Artificial Fever 


and Tryparsamide Therapeutic Malaria 


Number of Number of - * 
Clinical Status Cases Percentage Cases  Pereentage 
Completely negative....... 4 13.3 0 0 

Greatly improved.......... 3 10.0 4 13.3 
Moderately improved...... 3 10.0 8 26.6 
Unmodified... 17 56.6 10 33.3 
Unable to cheek............ 3 10.0 26.6 
Totals.....cccsccccccees 30 100.0 30 100.0 


ment, emaciation of the patient is no contraindication, 
we have observed no evidence of hepatic or splenic 
damage from this method, hospitalization is not neces- 
sary in many patients and some of them may work 
between the fever sessions, and the induction of a dis- 
ease is not necessary. The disadvantages of the mechan- 
ical fever method include the fact that uncooperative 
patients may require narcosis, treatment can be carried 
on only by specially trained personnel in hospitals, and 
the period of treatment is comparatively long (from 
five to ten weeks). 


12. Ferraro, Armando, and Fong, T. C.: 


alaria Treatment in General 


Paresis, J. Nerv. & Ment. Dis. 65: 225 (March) 1927. 
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The advantages of malarial fever in the treatment 
of dementia paralytica include the facts that uncooper- 
ative patients do not require narcosis, treatment may 
be administered in private practice without specially 
trained personnel, and the course of treatment is rela- 
tively short (from two to three weeks). The dis- 
advantages of induced malarial fever include the facts 
that tryparsamide cannot be given simultaneously with 
malaria, the amount of fever cannot always be con- 
trolled and many patients are immune to malaria, in 
some cases it is difficult to terminate malaria when 
complications arise, this method tends to produce a 
secondary anemia which may be difficult to combat, the 
majority of malaria patients lose weight, occasionally 
hepatic or splenic damage results from the disease, 
hospitalization is usually imperative, and the induction 
of a secondary disease is necessary. 


SUMMARY 


1. A comparative study was made of combined arti- 
ficial fever and tryparsamide versus therapeutic malaria 
in the treatment of sixty cases of dementia paralytica 
over a one year period. Chemotherapy followed both 
methods. 

2. During this period in the artificial fever series 
70 per cent (twenty-one patients) were definitely 
benefited while in the malaria group 63.3 per cent 
(nineteen cases) were likewise helped. 

3. The serologic reactions of the cerebrospinal fluid 
in both groups did not parallel the clinical results. 


ABSTRACT OF DISCUSSION 


Dr. A. E. Bennett, Omaha: The fact that remissions in 
dementia paralytica are obtainable by a large variety of fever- 
inducing agents, malaria, sodoku, typhoid vaccine, pyrogenic 
bacteria, sulfur in oil and the various physical fever-producing 
methods makes it appear that the heat production regardless 
of the cause is a curative agent. If this fundamental fact is 
established by further studies, the safest and most economical 
method will be the general method of choice. I should like to 
ask whether the authors feel that more malarial fever might 
have increased their percentage of improvement. It is my 
impression that the best results from malarial fever are seen 
in patients who receive from fourteen to sixteen malarial fever 
elevations. I have seen improvement at times in apparently 
hopeless cases when twenty or more paroxysms were permitted. 
At the Douglas County Hospital and Lutheran Psychiatric 
Hospital in Omaha for the past ten years 182 patients with 
dementia paralytica received malarial fever therapy. About the 
same percentage of improvement has occurred as universally 
reported. The immediate mortality of malarial therapy in this 
group has been 6 plus per cent. I do not feel that the mortality 
of malarial therapy has been sufficiently emphasized in reported 
studies. In reviewing the literature one finds that the immediate 
mortality of malarial therapy is high. In large series of cases 
it runs about 10 to 20 per cent. This is a tremendous drawback 
to this form of therapy. There is also a delayed mortality rate 
that is hard to evaluate. There is practically no need for 
immediate mortality from Kettering hypertherm therapy. At 
the University of Nebraska in one and one-half years’ experi- 
ence with the Kettering hypertherm we have completed treat- 
ments in eleven cases of dementia paralytica, six of which were 
simple dementing types and five expansive types. We have used 
the same technic as outlined in the Colorado study, namely, 
fifty hours of fever in ten sessions above 105 F. We have used 
bismuth arsphenamine sulfonate instead of tryparsamide with 
each fever session. Nine of these eleven patients are in com- 
plete remission and at full occupational status. One of these 
patients was a complete malarial failure. One other patient 
now under treatment has been in a psychopathic hospital almost 
a year and received seventeen malarial paroxysms followed by 
tryparsamide therapy without improvement. He is practically 
normal now after about thirty-five hours of fever therapy. 
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Irom observations with Kettering hypertherm therapy in 
dementia paralytica I can say that the immediate results are at 
least equal to malarial therapy without its hazards. It remains 
for further investigative studies to decide whether the results 
are superior, how much the total treatment course is shortened, 
and what changes occur in the serologic formula. 

Dr. Paut A. O’LeEary, Rochester, Minnesota: I have passed 
through the era of enthusiasm for the mechanical’ units which 
produce fever for the treatment of neurosyphilis and still feel 
that malaria therapy is the superior method of the two. In 
patients with asymptomatic neurosyphilis, or preparetic neuro- 
syphilis, the incidence of relapse, both clinical and serologic, 
is decidedly lower following malaria therapy than it is after 
the electrical forms of fever therapy. Although fever is the 
common factor to both malaria and vapothermy, it does not 
seem that fever alone is responsible for the good therapeutic 
results obtained. The reasons for this belief are as follows: 
The thermal death point of Spirochaeta pallida is approxi- 
mately 111 F. The good results in the treatment of gonorrhea 
and gonorrheal arthritis by hyperpyrexia may be due to the 
fact that the thermal death point of the gonococcus is 103 or 
104. Although we are unable to raise the patient’s temperature 
to the thermal death point of Spirochaeta pallida, good thera- 
peutic results are noted in patients treated for neurosyphilis in 
whom the temperature did not exceed 104 F. The second point 
against fever per se being the cause of improvement is the timé 
factor. In those patients treated by the vapothermy, clinical 
remissions may appear a bit sooner than following malaria ther- 
apy. However, relapses, both clinical and serologic, occur much 
sooner following vapothermy than malaria treatment. The 
results from malaria, although a trifle slower in appearing, are 
apparently more permanent. If fever was producing the thera- 
peutic results by a “cooking” process, it is evident that the 
improvement would appear earlier than from eighteen to 
twenty-four months following the fever course. The third 
point against the factor of fever alone as the therapeutic 
mechanism is that several years ago I treated with malaria 
therapy twelve patients with early syphilis whose spinal fluids 
became more positive while undergoing arsphenamine and 


bismuth therapy. Six of these patients returned within a period - 


of six to ten months after the malaria therapy presenting those 
bizarre cutaneous signs of syphilis known as _ precocious 
tertiarism, in which signs of secondary and late syphilis are 
present in the same lesions. To me these lesions were evidence 
that Spirochaeta pallida had not been “cooked” by the malaria 
fever. Accordingly, it must continue to be acknowledged that 
the various methods of fever therapy are used empirically. The 
advantage of the mechanical units is the opportunity they afford 
to give as many treatments or as few as are needed, whenever 
they are desired. The disadvantage of the electrical units is 
the lower remission rate and higher incidence of relapse than 
is noted following malaria. I agree with the authors that the 
vapothermy method of treatment should be continued, with 
observation of a larger series of patients over a longer period 
of time. 

Dr. WALTER FREEMAN, Washington, D. C.: In these days of 
superelectrical instruments, the malaria therapeutists are having 
a difficult time. I was glad to hear Dr. O’Leary come to the 
rescue of this time-honored method of treatment. The trouble 
with all these reports, not excepting Simpson’s, is that the 
results have not been followed for a sufficient period of time 
to exclude the possibility of relapses. If one considers only the 
first year cases, the first two year cases, even the first three 
year cases, fully studied, I think it will be found that the per- 
centage of relapse rises with the passage of time. Malaria has 
already been evaluated on the basis of studies on patients 
followed over a period of ten years. One of the main diffi- 
culties with the Kettering hypertherm is the treatment of 
disturbed, deteriorated patients. It is the relatively healthy, 
cooperative patients, in the early stages of the disease, who 
can be persuaded to get into the fireless cooker and stay there 
during the course of the treatment. I will admitethat it is only 
during the first hour, while the fever is rising, that the objec- 
tions are vocal, but then the patients seem to subside into a 
state of semiconsciousness and, even without the administration 
of sedatives, lie there in relative insensibility, if not in comfort. 
The precautions that were originally hedged around the malaria 
treatment, enforced hospitalization, special nursing and so on, 
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made the malaria treatment rather difficult to give. However, 
with the passage of time and with the additional experience 
gained, it has been found that most of these patients can be 
treated in the open wards of the general hospitals and even 
in the home. In Washington we have a series of some thirty 
or forty patients now who have been injected with malaria 
and have been sent home to report the occurrence of the first 
chill and then have been treated at home, either in whole or in 
part. These patients, of course, have been of the relatively 
fresh type, not deteriorated, and they have done exceptionally 
well. Some of them have been followed over a course of five 
years now. While I am not ready to report the results until the 
series is enlarged, I can say that the results have been quite 
gratifying. No doubt there is a place for the Kettering hyper- 
therm. Patients who are poor risks for malaria can undoubt- 
edly be treated more safely by this method. However, it is 
going to take a longer time before the results can be satis- 
factorily evaluated. 

Dr. Witt1aAM NE son, St. Louis: There are certain things 
I think physicians need to have some caution about in con- 
nection with either one of the treatments. In the first place, 
I rather doubt seriously that patients can be intelligently classi- 
fied into groups 1, 2 and 3 or A, B and C symptomatically. 
As a matter of fact, it is very difficult. It has been difficult to 
determine just to what extent deterioration has taken place in 
an individual and to what extent toxicity is a factor in the 
symptoms that are present. I have seen some people show 
some rather aggravated symptoms clinically. I have assumed 
at times that they were indications of structural deterioration. 
As a matter of fact, I have seen iunctional integrity restored, 
to a degree, in some of those cases that I thought were rather 
hopelessly deteriorated. So I think that, from a symptomatic 
standpoint, it is rather difficult to classify the patients in that 
way and consider results, then, in terms of classification. There 
are certain things for and against malaria and hyperthermia, 
as has been stated. I think not the least of them, of course, 
in favor of hyperthermic treatment, is the difficulty of inocula- 
tion of some patients with malaria. I don’t know the disparity 
between the inoculability of patients suffering from syphilis 
and those of the general population. I know that in my series 
of 107 cases we have had extreme difficulty in inoculating some 
of the patients. In some of the patients, after repeated attempts, 
we have tried to treat them with other means, including hyper- 
thermic treatment, and got no results. Whether we have gotten 
satisfying benefit from the malaria or not, in my opinion, is 
a question. I don’t think that it can be concluded arbitrarily 
that any one method of treatment is better than another. I am 
glad to see this comparison made. I am like Dr. Freeman in 
thinking that we need to defer our conclusions until we have 
had sufficient experience with it to know what degree of return 
of disease we have, the length and period afterward, and just 
what the ultimate results are. 

Dr. Hans H. F. Reese, Madison, Wis.: Dr. Bennett quoted 
figures of unusual high mortalities as the result of malarial 
therapy. Do his statements represent the immediate mortality 
during the course of fever paroxysms or do they incorporate 
late fatalities also of follow-up cases? I recommend to a 
therapeutist who encounters over 20 per cent of fatalities with 
a method of treatment for dementia paralytica to give up his 
endeavors with malarial fever, as he is not qualified to supervise 
a therapy which in the hands of experienced investigators has 
less than 5 per cent of mortalities. During the last years my 
associates and I have not lost a single case of neurosyphilis, 
not because of selecting ideal cases but because of accurate 
clinical supervision. Artificial hyperpyrexia is not superior to 
therapeutic malaria. I prefer the latter to the former. 

Dr. CrarKE H. Barnacre, Denver: In answer to Dr. 
Bennett’s question it might be said that we give an average 
of eight to twelve malaria elevations and believe this amount 
to be sufficient. In this serics we averaged 9.9 elevations. This 
is the policy that has been followed for at least ten years at 
the Colorado Psychopathic Hospital. I appreciate the dis- 
cussion of Dr. O’Leary and Dr. Freeman. I will say that we 
are open minded. We want to know ourselves which is the 
better method, if there is a better method, but it will take a 
long time to determine. We plan at least a five year study, 
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most likely a ten year study of the question. In regard to the 
management of disturbed cases, three of the thirty hyperpyrexia 
patients required narcosis throughout the heatings. Our classi- 
fication is just one of convenience, so we can talk the same 
language. When I talk about group A, I mean the deteriorated 
type, and I think that it is something that can be used to 
advantage. 
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A thorough study extending over a period of years 
has recently established the risks of repeated pregnan- 
cies for the patient suffering from an increasingly 
severe toxemia of the nonconvulsive, vascular renal 
type. Real hazards are to be anticipated whether the 
etiology of the renal damage is from a glomerulo- 
nephritis or prolonged essential hypertension acquired 
independently of pregnancy or from an insidious and 
progressive nephritis or hypertensive disease in succes- 
sive pregnancies. These risks consist not only of abor- 
tions or fetal deaths but also of a definite shortening of 
life expectancy and a loss of maternal life in the imme- 
diate puerperium. 

Experience with the type of toxemic patient who is 
in jeopardy from shock shortly after delivery has 
prompted this study. 

The careful work of Simons and Rasmussen,! fol- 
lowing the blood pressure through pregnaiicy, labor and 
the puerperium in the same patients, showed a gradual 
rise of systolic, diastolic and pulse pressure during 
gestation. They observed a sudden rise during labor 
with a marked decrease immediately after delivery, and 
then a gradual decrease to normal at about six weeks 
post partum. They noticed that in toxemic patients the 
drop in blood pressure immediately after delivery was 
more pronounced and was followed by a secondary rise 
and more gradual secondary drop to lower values. In 
these toxemic patients an exaggeration of the normal 
reaction of blood pressure to gestation and parturition 
is often seen. 

Bailey * in 1911 first called attention to shock occur- 
ring soon after delivery in eclampsia and preeclampsia. 
He reported six cases with one death. 

Schwarz* in 1923 contributed the most’ thorough 
study of vascular collapse in toxemic patients, making 
the important observation that most of these patients 
were not of the convulsive but of the nephritic type. 
He recorded thirteen cases of postdelivery shock among 
sixty-eight cases of toxemia seen during eleven years, 
giving the high incidence of 19 per cent for such a 
serious complication. There were five deaths, a mor- 
tality of 38.5 per cent for cases in which collapse 
occurred. 


From the OE of Obstetrics and Gynecology, the University 
of Chicago. 

Read before the Section on Obstetrics, Gynecology and Abdominal 
Surgery at the Eighty-Seventh Annual Session of the American Medical 
Association, Kansas City, Mo., May 13, 1936. 

1. Simons, E. J., and Rasmussen, C. C.: Blood Pressures During 
Pregnancy, Labor and Puerperium, Minnesota Med. 8: 303 (May) 1925, 

2. Bailey, H. C.: Shock in Eclampsia, Am. J. Obst. @4: 260, 1911. 

Blood Pressure Changes Following Delivery, 
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Am, J. Obst. & Gynec. 6: 656 (Dec.) 1923. 
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One of us * has reported experience with postdelivery 
collapse in patients with chronic kidney lesions and has 
observed one fatality. 

Driscoll * in 1928 reported several cases of obstetric 
shock with one fatality and feels that the shock that is 
incident to the delivery of a nephritic patient offers the 
worst prognosis of any. 

One thousand and eighteen cases of toxemia of preg- 
nancy were observed from May 1931 to March 1936 in 
the Department of Obstetrics and Gynecology of the 
University of Chicago at the Chicago Lying-In Hos- 
pital. Among these patients there have been twenty-six 
cases showing a drop in systolic blood pressure of more 
than 70 mm. of mercury. There were profound clin- 
ical manifestations of shock in addition to the fall in 
blood pressure in sixteen of these cases, eleven of 
which were of the chronic and five of the acute type. 
Energetic treatment followed the occurrence of collapse 
in all, and yet four patients relapsed into shock a second 
time and required repetition of the treatment. In only 
two of these acute cases did it occur within fourteen 
hours after delivery. 

Lesser drops in blood pressure were considered a 
“normal” phenomenon. One usually sees a_ fairly 
marked drop in eclamptic and preeclamptic patients 
shortly after delivery, with or without a subsequent rise 
before the blood pressure gradually returns to normal 
in the puerperium. Therefore, one notes less dramatic 
drops in eclampsia and not nearly as severe a shock 
clinically. 

ETIOLOGY 

There was no excessive hemorrhage in any of these 
cases. However, vaginal and intra-uterine examina- 
tions were made in four to rule out ruptured uterus 
with massive intra-abdominal hemorrhage. One explor- 
atory laparotomy was done because of symptoms very 
suggestive of intra-abdominal hemorrhage, but none 
were found. 

The one etiologic factor common to all cases was the 
toxemia and its manifestations, such as subjective 
symptoms, hypertension, albuminuria, retinal changes 
and decreased urea clearance. 

In three of the more serious cases collapse occurred 
prior to delivery. One patient had a typical eclamptic 
convulsion; a second had an atypical eclamptic con- 
vulsion, and the other had a seizure suggestive of a 
cerebral accident or spasm. The last patient had also 
suffered a definite cerebral accident in her last preg- 
nancy, with a residual hemiplegia. Delivery itself 
seems to be the most common associated’ cause aside 
from toxemia. All but three patients had their reaction 
within fourteen hours, and the majority within six 
hours after delivery. These patients had received 
hypertonic intravenous therapy, which might have post- 
poned the collapse. One had a persistent hypotension 
with partial anuria. In the typical case the collapse was 
associated, as Schwarz has emphasized, with the empty- 
ing of the uterus. The idea of shock following sudden 
and great alterations in intra-abdominal pressure is, of 
course, not new. 

Anesthesia and heavy sedation cannot be universally 
blamed. Neither was used in some of the worst cases 
in this series. The former use of powerful depressants, 
chiefly veratrum viride, was cited by Bailey as a factor 
in collapse of eclamptic patients. 


Adair, F. L.: Hypertension in Pregnancy, Minnesota Med. 7: 170 
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The absence of hemorrhage, excessive surgical trauma 
and other common etiologic agents of shock with the 
presence of an acute strain (labor and delivery) on a 
chronically strained (toxemia and its hypertension) 
vascular system leads us to believe that this shock is 
a vascular collapse. The abdominal support of the 
gravid uterus is suddenly withdrawn. It may be due 
to a paralysis and massive ectasia of the splanchnic 
capillary bed. Vascular spasm has been demonstrated 
in these toxic cases. 

It should be kept in mind that in most of these cases 
there is a disturbed water balance and altered fluid 
exchange between extravascular and intravascular fluids 
may be a factor in producing the collapse. It is also 
possible that the vasomotor center which has been 
stimulated may become depressed. 


PATHOLOGY 

In the few cases of this type that have come to 
autopsy a chronic glomerulonephritis has usually been 
observed. There were widespread areas of focal 
necrosis of the liver in two cases. Further comment on 
the pathologic changes in these cases is withheld because 
the number of cases is so small. However, further 
study of the liver lesion in such cases might prove 
instructive. 

THE CLINICAL SYNDROME 


The patient usually sinks into an apathy of shock 
without any distressing subjective symptoms that would 
give warning. Occasionally there is nausea, vomiting, 
epigastric pain and a vague feeling of apprehension. 
The condition, unless anticipated, is usually detected by 
the nurse, who notes the weak pulse, the clammy skin, 
a grayish, -slightly cyanotic pallor to the face, or the 
mild stupor. Examination for hemorrhage is negative 
and when the blood pressure is taken a tremendous 
drop is observed. No systolic blood pressure could be 
demonstrated on the arm for several minutes in many 
cases in this series. The pulse may not be rapid, as was 
noted in the type of shock observed by Livingstone, 
McFetridge and Brunner,® but it may be even too 
weak to feel at the radial artery. The patient may be 
quite comatose in a serious attack but can usually be 
partially aroused. The extremities are cold and moist. 

The history is of some aid. In three of our series 
of sixteen severe cases there had been previous cerebral 
accidents (with clinical residuum present) in past preg- 
nancies associated with nonvonvulsive toxemia. Six 
patients had eclampsia at some time in their obstetric 
careers, which probably initiated the renal damage. 

The histories of previous pregnancies were available 
in twelve of the twenty-six cases. In each instance 
there was such definite evidence of toxemia as convul- 
sions, significant albuminuria or a blood pressure over 
165 systolic and 115 diastolic. A reliable family history 
was obtainable in many instances, and there is some 
evidence that these patients came from a family stock 
predisposing to vascular disease. The mother of one 
patient had died of eclampsia, a sister had had con- 
vulsions at childbirth, and a brother had died following 
a cerebral hemorrhage. The sister of another patient 
is being treated in our clinic for a severe chronic 
nephritis complicating a pregnancy. The fathers of 
two patients died of cerebral hemorrhage. The parents 
of several other patients died of “heart failure with 


Livingstone, H. M.; McFetridge ., and Brunner N.: Pro- 
bein Blood Pressure Fall with Ditlenedi, a Normal Pulse Rate in 
Surgical Procedures, Surg., Gynec. & Obst. 56: 917 (May) 1933. 
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dropsy” at more advanced ages. The past histories in 
six cases revealed scarlet fever with the notes “with 
dropsy” and “very ill” in two cases. Seven other cases 
gave the history of severe attacks of influenza, the 
significance of which is questionable. 

The average age in the severe cases is 37.6 years and 
the parity 3.8; for the milder cases these figures are 
29.5 and 2.9, respectively. 

In the sixteen severe cases in which the fetal weight 
is recorded the average is 1,198 Gm. with a fetal mor- 
tality of 76.4 per cent, showing the hazards for the 
fetus in such advanced toxemia. When these figures 
are corrected for hysterotomy and sterilization done 
early in pregnancy, the average weight rises only to 
1,540 Gm., but there is still a fetal mortality of 70 per 
cent. 


Days Postpartum 
4 


1% yr pp. 


Systolic 
VA 


(=) 


> 


Diastolic 


sexes 


Case 62773 


Chart 1.—Blood pressure tracings of woman, aged 43, pctipara (five 
abortions). Toxemia with last two pregnancies. Symptoms: vertigo, 
vomiting, Laboratory examination: albumin +++, casts 
++++, moglobin 14 Gm., cell volume 37. Eyes: hypertensive 
and _ sterilization. weighing 


changes. Delivery: hysterotomy Baby, 
Collapse occurred fifty hours after delivery. 


890 Gm., died neonatally. 


Retinoscopy was done in fifteen of the sixteen severe 
cases, and in eleven, or 69 per cent, there were definite 
changes showing evidence of a chronic nephritis or 
hypertension. 

FOLLOW UP 


All except two of the sixteen patients have been 
followed from six weeks to over three years. Of these 
fourteen patients, seven have been observed to have a 
systolic blood pressure of over 200 mm. of mercury 
and a diastolic of over 120. One suffered an attack of 
cerebral thrombosis. Six complained of headaches, 
blurred vision or fatigue, while eight felt well. Six 
cases showed traces of albumin, one with hyaline casts. 
Blood chemistry showed no conclusive or consistent 
changes. 
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TREATMENT 

Prophylactic treatment begins early in the obstetric 
career of these women. Eclampsia—or, worse, a pro- 
longed state of preeclampsia—should be forestalled by 
proper medical treatment and the termination of preg- 
nancy if indicated. Successive pregnancies reproduce 
or aggravate a nephritis and should be avoided or 
limited. Sterilization by the method of choice for the 
given case will salvage many years of useful, healthy 
existence for the patient and her family. 

The blood pressure and pulse should be watched 
closely for several hours after the delivery of a patient 
with severe (usually recurrent) nonconvulsive toxemia. 
A tight binder and a small sand bag applied to the 
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lary, transfusion is not amiss, as these patients often 
have a secondary anemia. 

One should not overlook the possibility of an internal 
hemorrhage, as from a ruptured uterus. Vaginal exam- 
ination with careful exploration of the entire parturient 
canal will determine this as well as detect retained 
secundines with slow but dangerous seepage of blood 
and serum. Intra-abdominal hemorrhage may be ruled 
out by abdominal paracentesis of the more dependent 
flank or by puncture of the culdesac. Exploratory lap- 
arotomy may have’a place in rare and confusing cases. 

Hypodermic use of ephedrine and solution of pos- 
terior pituitary is indicated. The usual treatment of 
shock from any cause is always in order, such as the 
steep Trendelenburg posi- 
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Chart 2.—Blood pressure tracings of woman, aged 39, quintipara (two abortions). 


ears before; father died of cerebral hemorrhage. 
boratory examination: 
hypertensive changes. ery: spontaneous; 
Gm., survived. Collapse peters a five hours after delivery. 


ymptoms: 


abdomen may compensate for the pressure of the pre- 
viously gravid uterus and prevent a collapse. 

Active Treatment.—Prompt treatment, in the event 
of a collapse of the blood pressure, will be required to 
save the patient if the systolic pressure remains below 
60 mm. of mercury for any length of time. One should 
not wait for this to occur. Prolonged anoxemia is 
followed by a severe acidosis and irreparable damage 
to the brain. Hypertonic intravenous dextrose of 


20 per cent, and occasionally 30 per cent, is the best 


agent to raise the blood pressure. Acacia, 30 Gm., 
with 4.5 Gm. of sodium chloride in 100 ce. ampules 
diluted to 500 cc. with freshly distilled water, given 
intravenously, is useful. A hypodermoclysis of not too 
great an amount may be started early, but isotonic dex- 
trose rather than sodium chloride should be used in 
these patients. Blood transfusion may be needed, as 
the serum proteins exert a more prolonged osmotic 
effect to pull and hold fluids in circulation. As a corol- 


headache, scotomas, epigastric pain, vertigo. 
+++, occasional cast, hemoglobin 15.5 G 
vasectomy performed on husband. 


important guide to prog- 
nosis, especially as a partial 
anuria is a secondary dan- 
ger that the patient faces 
after recovery the 
initial collapse. If this occurs the hypertonic dextrose 
solution may need to be increased from 20 to 30 per 
cent, or even to 50 per cent, to obtain a satisfactory 
urinary output. 


Scarlet fever ten 


m., cell volume 44. Eyes: 
Baby, weighing, 1°60 


MORTALITY 
One fatality occurred in our series: 


A woman, aged 28, a septipara, who was admitted to the 
hospital in convulsions in the thirty-fourth week of gestation, 
had chronic nephritis of several years’ duration; she had had 
convulsions during a previous labor and had a definite familial 
history of vascular-renal disease. The vascular collapse took 
place six hours prior to delivery and eight hours before death. 


Several other patients were in a very critical con- 
dition. 

One patient with a milder collapse has since died of 
uremia and cardiac failure with autopsy signs of 
chronic glomerulonephritis. Another patient in this 
group has been hospitalized in the medical clinic because 
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of continued hypertension, headaches and hypertensive 
retinitis but is still living. It would seem that the 
normal life expectancy of at least half of these patients 
is definitely reduced. 

We have been able to add to our twenty-six cases 
twenty-four similar ones from the literature and from 
other sources, wherein there were nine deaths. The 
total mortality for the series of fifty cases was 20 per 
cent. Wegner of the Department of Obstetrics and 
Gynecology of Washington University School of Medi- 
cine has reviewed the cases occurring at the St. Louis 
Maternity Hospital and has found twenty-one among 
231 cases of toxemia, an incidence of 7.66 per cent. 
There was one death, giving a mortality of 4.76 per 
cent. There is therefore a combined incidence in 1,249 
cases of toxemia at the St. Louis Maternity Hospital 
and the University of Chicago Clinics of forty-seven 
cases, or 3.76 per cent. Including these cases, through 
the courtesy of Schwarz and Wegner,’ a total of 
seventy-one cases of this type have been observed. The 
gross mortality for the entire series is 15.49 per cent. 

There is no doubt that some of these patients will die 
in spite of the best therapy. This is evidenced by the 


Drop in Systolic Blood Pressure in Twenty-Six Cases of 
Nephritic, Preeclamptic and Eclamptic Toxemia 
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I. Nephritic 
IL. Preeclamptic 
IIL. Eclamptie 
19 Nonconvulsive 
7 Convulsive 


A. Spontaneous 

B. Low forceps 

C, Bag induction 
and craniotomy 


D. Vaginal hysterotomy plus 
sterilization 

E. Abdominal! hysterotomy plus 
sterilization 

F. Cesarean section plus 
sterilization 


fact that in our clinic and also in that of Schwarz and 
Wegner a low mortality has occurred in spite of every 
known therapy being employed. However, because our 
cases have responded to the treatment outlined and 
because Schwarz and Wegner have (by practically 
identical therapy) reduced the mortality strikingly 
(from 38.5 per cent to 4.8 per cent) from that of the 
earlier cases reported in 1923, one is led to believe that 
the treatment available at present will definitely lower 
the death rate. 

The gravity of this obstetric accident may be appre- 
ciated from the foregoing statistics. Most of these 
patients received proper treatment, and without this 
the mortality might have been higher. We agree with 
Driscoll that this type of obstetric shock carries the 
gravest prognosis of any obstetric complication, except- 
ing probably that of a ruptured uterus. 

It is surprising that more attention has not been given 
to this condition. It is, in our opinion, an accident as 
dramatic, more urgent and more fatal in itself than 
eclamptic seizures, but, because less common, it has not 
received so much consideration. Many conditions are 
probably more rare, such as abdominal pregnancy, and 
yet have been much more prominently mentioned in the 
literature. 


?. Wegner, C. R.: 


Personal communication to the authors. 
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CONCLUSIONS 

1. Parturitional vascular collapse is a grave condition 
occurring typically in a rather small percentage of 
elderly multiparas who have been afflicted with a pro- 
gressively severe nephritis in succeeding pregnancies. 

2. The incidence of this condition in our clinic was 
0.2 per cent of all deliveries and 2.55 per cent of all 
toxemic patients. 

3. The toxemia seems to be the most important eti- 
ologic factor, with delivery definitely exciting the 
appearance of vascular collapse. 

4. The blood pressure and general condition of cases 
of severe and chronic toxemia should be watched closely 
for twelve hours after delivery. Equipment and 
sonnel should be ready for prompt and effective treat- 
ment in the event of the collapse of such a patient. 
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Chart 3.—Composite blood pressure tracings in sixteen cases. 


5. The mortality is high, 15.49 per cent of seventy- 
one cases reported. The condition is an entity deserv- 
ing of recognition and further study because of its 
gravity and because proper treatment should reduce the 
mortality appreciably. 

6. The most common pathologic lesion was a chronic 
glomerulonephritis. ‘The liver lesions in these cases 
may. merit further study. 

7. Proper use of hypertonic intravenous dextrose 
solution forms the basis for effecting recovery from 
the shock. A secondary partial anuria, associated with 
hypotension, may require management. 

5848 Drexel Avenue. 


ABSTRACT OF DISCUSSION 
Dr. Ratepw R. Witson, Kansas City, Mo.: I wish to 
emphasize that toxemias with hypertension are not the only 
ones subject to circulatory collapse. I refer especially to that 
group which is characterized by hypometabolism, hypotension 
and general asthenia. Their labors are usually rather asthenic. 


Near term they often present edema out of proportion to 
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related symptoms. By some they have been designated as 
“low kidney reserve.” At any rate they represent a chronically 
exhausted circulatory system and are prone to collapse. At 
this point I wish to bring out the observation that often a 
delayed placental expulsion is an early indication of approach- 
ing shock, delay being due to incidental uterine inertia. Since 
the report of Titus and his -co-workers relative to the pre- 
operative administration of concentrated dextrose, I have 
adhered to that practice rather rigidly. As to the type of 
toxemias occurring in successive pregnancies and associated 
with pronounced hypertension, it is logical to assume a mecha- 
nism somewhat different. The actual mechanism, however, of 
either the low pressure or the high pressure toxemias still 
remains rather speculative until more is known about capillary 
physiology. Damage to parenchymatous structures may be 
extensive before blood studies of the central circulatory system 
can indicate it. With the fulminating type of toxemia the act 
of delivery must be considered actually one of decompression, 
and it is subject to the same dangers as any decompression, if 
performed too rapidly. In my opinion, intravenous administra- 
tion of concentrated dextrose made up in distilled water is the 
best measure. Sodium chloride is contraindicated because these 
patients are subject to urinary suppression and they do not 
handle the salts well. In addition to the liver and kidney 
lesions found at autopsy, I have been impresseds with the fre- 
quency of hyperplastic developments of the heart and greater 
blood vessels, as well as of those of the adrenals and the 
thyroid. In a routine manner the following conditions must be 
excluded: ruptured uterus, inversion of the uterus, concealed 
hemorrhage, hypertrophy with acute dilatation of the heart, 
cerebral accidents, acute dilatation of the stomach, and even 
diabetic coma. 

Dr. R. D. Mussey, Rochester, Minn.: These interesting 
data on the occurrence of vascular collapse following delivery 
of women who have hypertensive toxemia indicate that the 
disturbed mechanism of the arteriolar vessels is widespread 
throughout the body, even in cases in which the renal lesion 
is most prominent. This has been shown by evidence obtained 
by a study of vessels of the nail folds, of the ocular fundi, of 
muscle tissue obtained by biopsy from patients who are suffer- 
ing from toxemia, and by examination of the glomerular and 
other vessels of such patients who have died. The nature of 
the arteriolar involvement has been demonstrated by repeated 
examination of the ocular fundi in cases of advancing hyper- 
tensive toxemia of pregnancy to be a spasm of the arterioles, 
which may vary from day to day early in the disease; later, 
as the hypertension increases, injury to the vessels is indicated 
by a general narrowing of the lumen and by edema and some- 
times by hemorrhage into the surrounding tissues. When this 
injury is superimposed on vessels already damaged, these ves- 
sels are rendered more spastic and less elastic than are the 
vessels of women who have acute toxemia without previous 
arterial or renal injury. Allen and McQuiston have reported 
350 cases in which persons who had a systolic blood pressure 
ot 180 mm. of mercury or more were subjected to major sur- 
gical operations. As a result of their observations the authors 
concluded that patients of both sexes with all grades of hyper- 
tension, without obvious or with mild myocardial and renal 
insufficiency, withstood operation as well as did those without 
such hypertension. In approximately three fourths of the cases 
of vascular collapse reported by the authors, the patients. had 
preexisting arterial or renal damage. Vascular collapse that 
occurs after delivery of patients who have toxemia and chronic 
arterial damage may be explained by the sudden release of 
intra-abdominal pressure at a time when the walls of the 
arterioles have lost the elasticity by which sufficient blood pres- 
sure is maintained in the general circulation. This paper 
serves to emphasize the importance of prophylactic treatment. 
If a woman is found to have definite evidence of chronic 
nephritis or evidence of well marked arterial injury, measures 


should be taken to prevent pregnancy or to terminate preg- - 


nancy, if the condition is discovered early in gestation; later 
in the pregnancy, the avoidance of operative trauma associated 
with sudden release of intra-abdominal pressure, when possible, 
is highly desirable. r 
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Clinical Notes, Suggestions and 
New Instruments 


SPOROTRICHOSIS OF THE CERVICAL AREA 
Gitpert M. Loewe, M.D., Wi1nNeTKA, ILL. 


Reports of sporotrichosis of the skin are common in the liter- 
ature but of involvement of other tissues less frequent. The case 
in this report occurred in the anterior cervical area, beginning 
as a deep seated infection, with no apparent portal of entry, 
was not diagnosed for thirteen months, with able counsel, and 
did not respond to the customary medication. 

Because of the long duration of this case, numerous investi- 
gative procedures were employed. For the sake of brevity only 
the essential data are recorded here. 

A. N. L., aged 30, wife of a physician, was in excellent health 
until December 1931. She was visiting in Montgomery, Ala., 
where she developed a rather severe rhinitis. Following this 
attack a pea-sized nodule was noted in the region of the right 
anterior cervical gland. This nodule gradually increased in 
size and tenderness for a period of two weeks, when fluctuation 
was present, accompanied by chills and fever. At this time the 
tumor was incised, deep penetration being necessary, and about 
one ounce of grayish thick pus was obtained. Cultures and 
animal inoculation of this material failed to disclose any causa- 
tive organisms. The incision failed to heal and there became 
established a small sinus, which appeared to lead to an under- 
lying indurated, indolent mass, which was. fixed to the overlying 
skin but movable above the underlying tissue. This tumor was 
about the size of a small hen’s egg. 

The patient’s condition remained stationary until the follow- 
ing March, when the swelling increased markedly in size, 
involving the major portion of the right side of the neck and 
part of the face. There occurred at this time attacks of inter- 
mittent fever and chills. This condition continued for two 
months and on May 6 a biopsy was performed. The tissue was 
submitted to several competent Chicago pathologists, who con- 
sidered the lesion to be a “chronic granuloma, probably of 
mycotic origin.” For the following six months, though the 
patient’s general health was relatively good, there was little 
change in the local condition. Potassium iodide was given in 
dosages amounting to as high as 270 grains (17.5 Gm.) daily. 
X-ray and quartz light therapy were employed at various times. 
A large number of local treatments were administered and 
nucleotide and gold sodium thiosulphate were also given. All 
these therapeutic measures were tried at various times with no 
effect on the local condition. During this period the patient 
was seen by many leading consultants in the Middle West. 
Diagnosis consisted of almost all the known chronic granulomas, 
those most seriously considered being tuberculosis, Hodgkin's 
disease and a mycotic infection. The treatment that was advised 
naturally varied widely. It consisted of the measures mentioned 
and also of radical excision and exploration of the involved area. 
November 19 an extension of the process posteriorly to the 
sternocleidomastoid was drained. The pus from this yielded a 
hemolytic streptococcus. 

In February 1933 the patient was seen by Dr. Harold Amoss 
and his associates W. D. Forbus and D. T. Smith. They were 
able by means of bacteriologic studies of the discharge to isolate 
a sporothrix and a beta hemolytic streptococcus. Sporotrichosis 
was the first of many clinical diagnoses to be confirmed by 
laboratory observations. On their advice ethyl iodide inhala- 
tions were attempted but they were so poorly tolerated that they 
had to be discontinued. ,Increasing doses of autogenous sporo- 
thrix vaccine, streptococcus vaccine and streptallergin were 
administered subcutaneously. Shortly after this treatment was 
begun there was a striking though not complete regression in 
the size of the mass, the sinuses and the amount of discharge. 

The sinuses continued to drain a scant amount of seropurulent 
material until April 1934. At this time my attention was called 
to Dr. Levine’s report on the use of phenylmercuric nitrate 
for the treatment of mycotic infections. On Dr. Levine's + 
suggestion, irrigations of phenylmercuric nitrate 1: 30,000 and 


application of 1: 1,500 ointment were used twice daily in con- 


1, Personal communication to the author from Dr. Benjamin Levine of . 
Cleveland. 
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junction with the irrigation of the sinuses once daily with dilute 
solution of sodium hypochlorite. The change following this 
treatment was spectacular and by June 6, 1934, the indurated 
mass had almost entirely disappeared while the sinuses were 
completely closed. There has been no recurrence or discharge 
since that date and the condition has apparently remained cured. 

The causative organism is a species of Rhinocladium, which 
in 1898 was classified by Schenck? as Sporotrichum. It is 
usually characterized, according to Lawless,“ by various sized 
subcutaneous nodes and nodules with associated lymphangitis, 
which may soften, enlarge and involve the skin in an ulcerative 
process or undergo spontaneous healing. The differential diag- 
nosis between sporotrichosis, syphilis and tuberculosis is some- 
times difficult and on this basis lies the importance of the 
treatment. 

Four clinical manifestations of the disease are most commonly 
described : 

1. The localized lymphatic form 
chancre and (/) lymphangitis. 

2. The disseminated and generalized forms with (a) gumma- 
tous or ()) ulcerative lesions. This type resembles syphilis. 

3. The hemogenous form, which involves bone, synovial mem- 
brane, the testicle and so on most commonly with or without 
an associated inflammatory skin involvement. Any portion of 
the body may be affected. 

4. Mucous membrane involvement, found most commonly in 
the mouth, pharynx, larynx and trachea. 

Mount * believes that transmission through unbroken mucous 
membrane is possible and that man is a passive carrier, as he 
has found the sporothrix in the pharynx as a_saprophyte. 
Davis ® has shown that Sporotrichum may be carried through 
the intact intestinal mucosa by the migratory phagocytes. 
Animals are frequently named as carriers. 

A biopsy is of material assistance but the discovery of the 
specific organism is the only positive method of definite diag- 
nosis. Direct smears, cultures on Sabouraud’s medium and 
hanging drop examination of the pus should be used.  Sero- 
agglutination and complement fixation tests and also cutaneous 
and intracutaneous reactions may be of value. 

The case here reported presents several possibilities : 


1. The original acute pharyngeal infection with secondary 
involvement of the cervical lymph node may have been due to 
Sporothrix. No local lesion, however, developed in the throat, 
and the teeth were found to be normal by direct and roentgeno- 
graphic examination. 

2. The primary infection of the pharynx and cervical node 
may have been due to a pyogenic organism, with later localiza- 
tion of the sporothrix in the damaged node. 

3. The process may have been a suppurative one until drain- 
age to the exterior was established, with entry of the sporothrix 
through the external sinus. 

SUMMARY 


1. In a case of sporotrichosis, the duration of which was more 
than two years, the etiologic agent was not discovered until 
after the patient had been seen by more than fifty competent 
consultants, among whom there were seventeen noted patholo- 
gists who examined the tissue. 

2. Many forms of therapy were advocated: radical excision 
of the affected area was advised by three competent consultants. 

3. The orthodox therapy of iodides for sporotrichosis was 
ineffective. Specific autogenous vaccines were apparently effec- 
tive and produced a marked improvement in the local condition. 
The residual lesion responded to phenylmercuric nitrate and 
dilute solution of sodium hypochlorite. 

4. The patient has remained cured for more than fifteen 
months. 

5. The importance of proper bacteriologic investigation of 
chronic suppurative lesions is strikingly illustrated by the his- 
tory of this case. 


with (a)  sporotrichotic 
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MYELOGENOUS LEUKEMIA WITH CUTANEOUS 
INVOLVEMENT 


S. M. Gotpnamer, M.D., anv B. F. Barney, M.D., ANN Arpor, Mich. 
Assistant Professor of Medicine and Instructor in Dermatology, 
Respectively, University of Michigan Medical School 


True myelogenous leukemia with cutaneous involvement is 
a relatively rare clinical entity, only sixteen cases having been 
reported. The early literature has been reviewed by Barney ! 
and Hollander, Kastlin, Permar and Schmitt,2 who added two 
additional cases. Since the publication of these reports, one 
case has been described by Patrassi.* 

The case here reported was diagnosed as cutaneous myelosis 
and the clinical observations were substantiated by subsequent 
biopsy and autopsy studies. 


REPORT OF CASE 
R. C., a white man, aged 41, on admission to the Simpson 
Memorial Institute, Aug. 11, 1933, complained of pain in the 
left upper quadrant. Since January 1933 he had noted increas- 
ing weakness, palpitation and dyspnea on exertion. More 
recently a constant pain was present in the left upper quadrant. 


Fig. 1.—Gross appearance of nodules at time of autopsy. 


One month previous to admission the patient accidentally noted 
a mass in this region. He had had hemorrhoids for two years. 
but noticed that they had been bleeding more readily for the 
past three weeks. In addition there were many spontaneous 
“black and blue spots” appearing on the skin. 

The patient was well developed and well nourished; he was 
obviously ill but not acutely so. The superficial veins were 
quite noticeable, and many purpuric areas were present on the 
right leg. The skin was deeply pigmented over the exposed 
surfaces. The conjunctivae were pale. Many hemorrhagic 
spots were present on the buccal mucosa. The spleen occupied 
the entire left side of the abdomen. The liver edge was pal- 
pable 7 cm. below the costal margin. In addition there was 
marked generalized lymphadenopathy. 


From the Thomas Henry Simpson Memorial Institute for Medical 
Research and the Department of Dermatology and Syphilology, University 
of Michigan Medical School. 

1. Barney, R. E.:  Leukemic Associated with Specific 
Nodules in the Skin; and Review of the Literature, 
Arch, Dermat. yph. 27:725 (May) 1933. 

. Hollander, Mp ts er; Kastlin, G. J.; Permar, H. H., and Schmitt, 
C. L.: Myeloid Leukemia with Cutaneous Manifestations, Arch, Dermat. 
& Syph. 29: 821 (June) 1934. 

Patrassi, G.: Ueber einen Fail von Uebergan 
Hautgeschwulste, Folia haemat. 


Myelosis 
Report of a Case 
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The laboratory data were as follows: The Kahn test of the 
blood was negative. The basal metabolic rate was +45 per 
cent, with a pulse rate of 76 on two determinations. Stool 
examinations were consistently “negative.” Repeated urine 
specimens showed an occasional trace of albumin. X-ray exam- 
inations of the chest revealed essentially normal lungs. The 
blood picture showed 2,630,000 red cells per cubic millimeter, 


ay 


Fig. 2.—Low power magnification of entire nodule 


122,800 white cells per cubic millimeter and hemoglobin 5.32 Gm. 
per hundred cubic centimeters (38 per cent Sahli). The dif- 
ferential count was as follows: adult polymorphonuclear leuko- 
cytes, 30 per cent; young polymorphonuclear leukocytes, 19 per 
cent; metamyelocytes, 6 per cent; myelocytes, 11.5 per cent; 
blast cells, 16 per cent; eosinophils, 6 per cent; eosinophilic 
myelocytes, 5.5 per cent; basophils, 2 per cent; large lympho- 
cytes, 2 per cent, and small lymphocytes, 2 per cent. With a 
few minor variations due to the progress of the disease, these 
blood determinations were similar to those noted subsequently 
(100 observations ). 

The patient was in the hospital on six different occasions 
from Aug. 8, 1933, until his death Dec. 23, 1934. During this 
period he received such treatment as roefitgen therapy to various 
portions of the body, solution of potassium arsenite by mouth, 
transfusions and other supportive therapy. Although these 
measures occasionally resulted in symptomatic improvement, no 
definite progress was made in altering the course of the disease. 

Dec. 4, 1934, the patient was examined by a member of the 
department of dermatology. There were three half cherry 
sized nodules seen in the skin on the right wall of the chest 
and a similar number over the right tibia. These lesions were 
discrete, attached to the overlying skin, but not bound to the 
underlying structures. They were firm, not tender, circum- 
scribed and rubbery in consistency. The skin over them was 
dully erythematous. There was no evidence of hemorrhage. 
Subsequent to this examination other split-pea sized nodules 
appeared in the aforementioned areas. No definite history of 
trauma was elicited at the sites at which the tumors appeared. 
The radiosensitivity of the tumors was not determined. 

A picture taken at the autopsy shows clearly the nodules on 
the chest (fig. 1). 


HISTOLOGIC STUDY OF NODULE (BIOPSY) 

The section studied was from a nodule on the chest. This 
was fixed in solution of formaldehyde and stained with hema- 
toxylin and eosin. There was an infiltration of myeloid cells 
in nodular formation, located deep in the corium overlying the 
adipose tissue. The papillae showed no definite infiltration, 
nor did the more superficial layers of the corium. The epi- 
thelium appeared atrophic and there was a decrease in the 
sebaceous and suderiferous glands apparently from pressure. 
The infiltrate for the most part was sharply demarcated and 
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surrounded by a fibrous capsule. Within the blood vessels was 
seen the blood picture of myelogenous leukemia (fig. 2). 

The cells of the infiltrate were large, pale-staining mono- 
nuclear cells, some of which contained granules, and others 
were agranular. Interspersed between these were stroma or 
fibrous tissue cells. Schultze’s stain for oxidase granules was 
positive (fig. 3). 

AUTOPSY REPORT 

A complete postmorten examination was carried out. Both 
grossly and microscopically, the bone marrow, lymph nodes and 
spleen were entirely replaced by “leukemic” cells, while the 
thymus showed partial replacement. In the heart the vessels 


Summary of Reported Cases 


Case Author Age Sex Duration Site 
1 Bruusgaard................. 38 Trunk and arms 
3} Gotthold and Herxheimer. Neck and body 
5 Saphier and Seyderhelm.... 47 9 11 days ‘ac 
G Body and legs 
7 Ketron and Gay............. 63 Q 4 mos Body 
8 Almkvisa and Artzt......... 39 é 4 mos. Body 
31 2 mos, Head and arms 
25 bes Body 
legs, mouth 
2 mos Trunk and legs 
16 Hollander, Kastlin, Permar nO 9 3 mos Trunk and arms 
and Schmitt 
17. Barney and Goldhamer..... 42 of 3 wks Trunk and legs 


were surrounded by a leukemic infiltrate, and the liver, adrenals 
and kidneys showed various sized nodular infiltrates. The 
gross and microscopic skin changes were the same as those 
noted previous to death. 

COMMENT 


In the sixteen cases that have been recorded in the literature 
previous to this report, the interval between the appearance of 
the cutaneous manifestations and death was very short, as 
shown in the accompanying table. The time varied from eleven 


Fig. 3.—High power magnification of lesion. 


days to four months and averaged sixty-four days. In the case 
here presented, it was noted that subsequent to the cutaneous 
eruption the patient’s condition became markedly worse and 
death ensued three weeks later. It is thus apparent that skin 
manifestations appear late in the disease. Therefore when 
cutaneous involvement does occur the expectancy of life is 
commonly measured in weeks. 
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All cases presented in the literature have shown essentially 
the same cutaneous changes. The eruption appeared as nodules 
varying in size from a glass headed pin to a cherry and in color 
from that of normal skin to deep purple. The sites of pre- 
dilection were the skin of the trunk (particularly the anterior 
surface of the chest), the extremities and rarely the face and 
mucous membranes. As a rule these nodules were unaccom- 
panied by local symptoms. 


RAPID GROWTH OF A LARGE BREAST FIBROMA 
IN A YOUNG GIRL 


BenjJAMIN Markowitz, M.D., anon H. L. Hower, M.D. 
BLoominGron, ILL. 


This case is of interest only because of the extremely rapid 
growth of a large breast tumor in a girl, aged 14 years. While 
the Cohnheim theory of the origin of such tumors arising from 
misplaced islands of tissue is in many instances doubted, it is 
difficult to explain this case on any of the other theories. 

This girl had normal appearing, symmetrical breasts with no 
evidence of nodule formation in February 1935. Sometime 


Fig. 1.—Appearance of patient before the operation, July 11. 


during April she began experiencing a “heaviness” of the right 
breast and noted that the nipple areola on this side appeared 
wider. Sometime in May she noticed that the entire right breast 
was larger than the left, and the “feeling of heaviness” was 
increased. For relief her mother made her a “carrier” to help 
support this breast. From this time on the breast grew very 
rapidly. Within two months from the time the patient first 
complained of symptoms the right breast was described as twice 
as large as the left. Figure 1 shows the inequality in size found 
within three months from the very first complaint. 


REPORT OF CASE 

History —The only important factor in the history is the 
emphasis on the rapidity of growth of the tumor. There was no 
history of trauma, no disturbance during puberty, no menstrual 
disturbances, no pain except the “feeling of heaviness,” and no 
history of any inflammatory process. The appetite was good 
and there was no loss of weight. 

Physical Examination.—On physical examination, July 5, the 
patient was well developed and healthy appearing. The right 
breast was tremendously enlarged, extending slightly below the 
waistline. On palpation a large tumor involving the entire 
circumference and anterior pole of the breast was found 
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responsible for the enlargement. The tumor was very hard, 
rounded and freely movable underneath the skin, with no 
involvement or dimpling of the nipple. It was thought that a 
line of demarcation could be detected between the tumor and 
the breast tissue proper. The superficial veins, particularly 


Fig. 2.—Appearance of patient after the operation, August 17. 


around the nipple and the areola, were enlarged and engorged. 
The axillary lymph glands were not palpable. 
Operation—July 11, the day of operation, we felt that the 
breast had increased in size since July 5, the day of examina- 
tion. An incision about midway between the natural chest fold 


Fig. 3.—Microscopic section of removed tumor. 


and the nipple was made in the lower surface of the breast in 
preference to a flap incision at the natural crease. The tumor 
was only slightly attached by delicate adhesions, which were 
easily freed with the finger. Kemoval was very easy, with 
minimum trauma to the breast; the small hemorrhage was 
easily controlled and the skin closure was readily accomplished. 
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A small wick drain was left in the outer angle. Healing took 
place very rapidly by first intention. By August 17 the operated 
breast had made a very rapid approach to normal (fig. 2). 


Pathologic Examination.—The specimen consisted of a single 
rounded, somewhat oval, encapsulated tumor mass about the 
size of a fetal head. The surface was quite smooth and the 
consistency rather soft. The cut surface was a bluish gray, 
somewhat resembling sarcoma, measured 14 by 11 cm., everted 
slightly and was very moist, with thick, mucus-like material 
which accumulated in small cystlike spaces and rounded 
depressions. 

Microscopically there was marked overgrowth of both fibrous 
and epithelial elements. The acini and ducts were quite numer- 
ous, and in many areas the acini were lined by several layers of 
cells. The fibrous stroma was edematous and hypertrophied 
(fig. 3). 

The diagnosis was benign fibro-adenoma with myxomatous 
changes. 

COMMENT 

Many authors maintain that inflammation is responsible for 
the origin of many of the simpler fibro-adenomas. Some assert 
that it is impossible to establish a definite demarcation between 
the cystic changes of so-called mastitis or mastopathia and fibro- 
adenomas. Various stages of the growth of diffuse adeno- 
fibrosis may be found within chronic mastitis. Ewing believes 
that tumor-like areas found in chronic mastitis show many 
inflammatory changes. 

In the case here reported we are evidently dealing with a true 
tumor arising in breast tissue with a predisposition in the form 
of superfluous or misplaced material. 
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INJURIES OF THE HAND 
CLINICAL LECTURE AT KANSAS CITY SESSION 


SUMNER L. KOCH, M.D. 
CHICAGO 


Why should there be many varied opinions among 
medical men as to what constitutes the most adequate 
and effective treatment of a compound injury, whether 
it involves the hand or some other part of the body ? 
Much of this difference of opinion is due to the fact 
that we have often lost sight of basic surgical principles 
and concentrated our attention on details of treatment. 
In ignoring principles we have sometimes been led to 
utilize methods which retarded or actually defeated the 
recovery we desired to hasten. 

What are these surgical principles which form the 
basis of logical treatment ? 


1. The first law of surgery: nihil nocere—to do no harm. 

2. Not to leave contaminated tissue in the injured area. 

3. To avoid, so far as possible, leaving foreign bodies buried 
in the tissues. 

4. To close every open wound as soon as it can be done with 
safety. 

5. To put injured tissues at rest. 


TO DO NO HARM 
What does “Do no harm” mean? It means, first, to 
avoid every form of injury — mechanical, thermal, 
chemical; and, secondly, not to add contamination to 
that which is already present. 
Why is trauma so important and why did one of 
America’s greatest surgeons, William S. Halsted, lay 
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HAND—KOCH 
so much emphasis on avoiding it? Living tissue is 
delicate, fragile substance. The covering tissues of 
skin and mucous membrane have acquired some resis- 
tance to injury and a certain adaptation to contact with 
the outside world; the deeper tissues have little resis- 
tance to injury. As Petersen! says, and as many 
others have pointed out, as medical students our first 
conception of body tissues results from continual 
observation of fixed, hard, immobile structures: the 
cadaver in the dissecting room; the formaldehyde 
hardened specimen in the histology and pathology 
laboratory ; viscera and tumors and extremities in glass 
jars, preserved for indefinite periods. In our early 
surgical training we fail to recognize the sensitiveness 
and susceptibility to injury of living body cells, for 
anesthesia has blunted the sharp edge of pain; and in 
our desire to be helpful and efficient assistants we are 
often unwittingly ruthless in our forceful retraction 
and manipulation of this fragile, delicate living 
substance. 

Our first task in the treatment of the injured hand— 
and because of the limitation of time I must ignore 
here the treatment of the patient in shock and omit 
any discussion of the careful preliminary examination 
of the patient to determine as accurately as possible 
the extent of his injuries—is often the arrest of hemor- 
rhage. It should be done without adding trauma or 
without adding contamination. For persistent oozing, 
gentle manual pressure over the bleeding surface with 
a handful of sterile gauze is often all that is necessary. 
If a single spurting vessel can be seen, it can be caught 
with a sterile forceps and the hemostat left in place. 
If bleeding is profuse, an ideal method of , arresting 
it is always at hand: the blood pressure band inflated 
to 250 mm. of mercury and used as a constrictor. I 
have never seen nerve palsy resulting from the use of a 
blood pressure band as a constrictor but have often seen 
injury of soft tissues and nerves from the ordinary 
constrictor powerfully applied and have too frequently 
seen evidence that infection was introduced into an 
open wound from the needless attempt to ligate bleed- 
ing vessels under unsuitable conditions. 


NOT TO LEAVE CONTAMINATED TISSUE 
IN INJURED AREA 

The next step is preparation of the operative field. 
Whether the injury is extensive or slight, the method 
is identical. While the patient is being anesthetized, 
for with extensive injuries a general anesthetic is 
always used, the surgeon and his assistants scrub their 
own hands. The one who finishes first dries his hands, 
puts on sterile gloves and prepares the field of oper- 
ation. If the injury is a very serious one I prefer 
to prepare the patient myself, for it is difficult to tell 
in words to a beginner in surgery what one means by 
adequate preoperative cleansing. With the wound itself 
covered with sterile gauze, and with the blood pressure 
band inflated to prevent bleeding, a wide area about 
the wound is first shaved and then cleansed with soap 
and water. If the part is covered with greasy dirt a 
preliminary cleansing is carried out with benzene or 
ether, and this in turn followed with soap and water. 
If the preoperative examination indicates that the 
median or ulnar nerve has been div‘ led, the preparation 
includes the entire forearm and lower third of the 


1, Petersen, W. F.: The Patient end the Weather, Ann Arbor, 
Edwards Weediets, 1935, p. xiv (preface 
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arm so that if necessary the dissection can be carried 
above the elbow. When the part about the wound is 
cleansed the wound itself is uncovered and very 


patiently, gently and thoroughly cleansed with soap 


and water. With deep and irregular wounds the edges 
and deeper tissues are separated with sterile retractors 
so that there is no doubt that the cleansing process has 
been applied to every part of the wound which has been 
exposed to contamination. Finally the soapy solution 
is washed away with sterile water or salt solution. 
No antiseptics of any kind are used in the open wound, 
for I believe that none of them are necessary and that 
some of them destroy living tissue and do the harm 
we are trying so hard to avoid. 

Without wishing to put undue emphasis on this con- 
troversial question I would mention only two facts: 
antiseptics are of two types, bactericidal and bacterio- 
static. Those which are actually bactericidal kill living 
tissue as quickly as they kill bacteria. The destructive 
action of phenol on living tissue and of tincture of 
iodine on a sensitive skin need only be mentioned to 
recall to mind the many clinical observations every sur- 


Fig. 1 (case 2).—Diagram indicating extent of injury. (Solid black 


_ lines represent tendons. 


geon has made on this point. The effect of these and 
other bactericidal agents on the fragile and delicate 
tissues underneath the body surface, which have never 
come in contact with the outside world and have little 
resistance to trauma, | can leave to the imagination. 
With reference to bacteriostatic agents, and this group 
includes many of the antiseptics so widely advocated 
today, I need only call attention to the careful investi- 
gation of Ralph O. Clock * reported in a paper entitled 


“The Fallacy of the Chemical Sterilization of Catgut 


Sutures.” 
He says, in part, in a summary of his work: 


In this investigation, which extended over a period of two 
and one-half years, several thousand catgut sutures were pre- 
pared from 334 lots of catgut. Twenty-seven different chem- 
ical compounds were used for treating these various lots of 
catgut under a wide variety of conditions, in an attempt to 
bring about chemical sterilization; the various chemical treat- 


2. Clock, R. O.: The Fallacy of the Chemical aren of Catgut 
Sutures, Surg., Gynec. « Obst. 56: 149-161 (Feb.) 1 
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ments Have been applied to catgut ribbons, to raw catgut 
strings, as well as to artificially infected catgut. 

The chemical compounds used in this research study included 
mercurochrome, mercurophen, merthiolate, metaphen, potassium- 
mercuric-iodide, hexylresorcinol, tribromresorcinol, orthopheny]- 
phenate, ethylhydrocupreine, tribrombetanaphthal, copper cyanide, 
copper chloride, copper sulfate, copper sulfate plus methylene 


Fi se 2).—Result of immediate suture of all long flexor tendons 
of thumb Po fingers and of median and ulnar nerves twelve weeks after 
injury and operation. 


blue, zinc sulfate, peppermint oil, oil of tea tree (Melaleuca 
alternifolia), hydrogen peroxide, malachite green, pyridium, 
iodine, iodine plus potassium iodide, myodine, parachlormeta- 
cresol, parachlorphenol and chlor- 
thymol ester. 


Fig. 3 (case 6). —Crushing injury of hand, with destruction of skin 
and subcutaneous tissue and injury of extensor tendons, treated by soap 
and water cleansing, tendon repair and immediate closure of wound with 
free tull thickness graft. 


Bacteriologic tests, applied to commercial catgut sutures 
containing a large amount of a mercury compound, have shown 
that arrested development of bacteria within the catgut is 
brought about through the bacteriostatic action of the mercury 
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compound. These tests have also proved that removal of the 
mercury compound from the sutures, by means of a suitable 
neutralizing fluid, reactivates the bacteria, which then are able 
to grow in the culture medium. 

None of the twenty-seven chemical compounds studied in 
this investigation was found to have reliable of uniform 
sterilizing action on catgut; for in no case did all lots of 
sutures, sterilized with any one of the chemicals or a com- 
bination of the chemicals prove to be entirely free from living 
bacteria. 


If antiseptics were necessary it would not be logical 
to use substances which simply produce bacteriostasis 
and leave bacteria free to multiply when the dye that 
fixes them for a time is neutralized or diluted by body 
fluids. It has often seemed to me that many people 
today are expending a great amount of effort and 
ingenuity to drag the surgeon back into the bygone 
days of antisepsis instead of helping him to go forward 
in the modern world of asepsis. 

Perhaps you will ask, “Does any one contend that he 
can render a contaminated wound sterile by soap and 
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during the World War, and we follow practically the 
technic described in all our work. Why talk about 
it when there are many more important subjects to 
discuss?” If this is your attitude I can only say that 
you are in the minority, and that you have been too long 
silent about your practice and your beliefs. As far as 
my observation goes, the facts that antiseptics are 
unnecessary and that many of them produce chemical 
trauma .and render wound healing more difficult are 
either not known to many men or are ignored in their 
practice. 

When the preparation of the operative field and the 
wound is completed, the next step is excision of hope- 
lessly injured tissue—débridement. This procedure 
needs no comment. It is sound surgical practice. It 
should be done with care and discretion, and without 
needless sacrifice of living tissue. 

The next step is repair of injured tissues—reduction 
of fractures, repair of divided and torn joint capsules, 
suture of divided tendons and nerves. These pro- 


Fig. 4 (case 6).—-Result two years after injury. 


water cleansing?” I do not contend that for one 
moment. My belief is that if the surgeon sees a patient 
with a contaminated wound shortly after injury and 
before infection takes place, in other words, before bac- 
teria have begun to invade and destroy tissue, in the 
great majority of cases he can cleanse the wound and 
render it surgically clean, so that it can be closed and 
can heal by primary union. The wound area is usually 
not sterile, but it has often been demonstrated that 
wounds can heal by primary union if bacteria are not 
too numerous and not too virulent, if hemostasis is 
complete and if the tissues about the field of operation 
have not been unduly injured. The most striking proof 
of this statement is the frequently demonstrated fact 
that the washings of “clean wounds”—i. e., wounds 
made by the surgeon in the operating room—frequently 
show bacterial contamination, and yet these wounds 
heal by primary union. 

Perhaps you will say again, “These facts were known 
to us long ago. They were demonstrated repeatedly 


cedures also need little comment. [Each one must be 
done with exactness, with care, and with a minimum 
of trauma. Repair of such tissues is not minor sur- 
gery, nor a procedure that can be carried out single 
handed in an office or a ward dressing room. Kanavel 
often said he would rather have the average surgeon 
operate on him for acute appendicitis than for repair 
of a divided flexor tendon. That such procedures, 
however, are often regarded as minor surgery accounts 
in part for the poor results so frequently obtained. 


TO AVOID LEAVING FOREIGN 
IN TISSUES 

In repairing injured tissues, consideration of the 
third principle—to avoid so far as possible leaving 
foreign bodies buried in living tissue—means abstain- 
ing from the use of metal plates or other means of 
internal fixation in the treatment of fractures ; avoiding 
heavy suture material such as kangaroo tendon, heavy 
catgut and braided silk, and utilizing for ligatures and 
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for repair of joint capsules, of tendons and of nerves 
the finest and thinnest silk that will accomplish the 
desired end. 


TO CLOSE WOUNDS AS SOON AS IT CAN BE 

DONE WITH SAFETY 

The injured tissues having been repaired, the next 
step is closure of the wound. If I were to ask you 
why in operating on a hernia you insist on closing the 


Fig. 5 (case 7).—Crushing injury of hand with destruction of cover- 
ing tissues, tendons, and part of metacarpal bones, treated by immediate 
soap and water cleansing and early application of pedunculated flap from 
thigh. Above, hand immediately after injury. Below, hand underneath 
flap. 


wound after the abdominal wall is repaired you would 
reply, and correctly, that if it were left open infection 
would inevitably enter the wound from without and 
such infection might well be disastrous. At best, heal- 
ing would take place slowly with great expense of time, 
of money and of comfort to the patient. Finally there 
would remain an extensive and contracting scar as a 
permanent liability and disability. [Each of these argu- 
ments applies with undiminished force to the accidental 
wound which our patient has sustained. The great 
majority of wounds which are seen immediately after 
the injury is sustained can be closed with safety if 
the preoperative preparation is adequate and atraumatic. 
If the wound can be closed with safety there are many 
sound reasons for doing so. In cases in which the 
surgeon is doubtful as to whether the preoperative 
cleansing has converted the contaminated wound into 
a clean surgical wound he can pack the cleansed wound 
lightly with gauze impregnated with some nonirritating 
material as petrolatum or liquid petrolatum and wait 
for twenty-four hours before closure is completed. At 
the end of that time closure will be somewhat more 
difficult because of edema and infiltration of the tissues, 
but it will still be possible and one will have the 
advantage of twenty-four hours’ time to demonstrate 
the presence or absence of infection of the wound. 
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If there has been extensive destruction of overlying 
skin and subcutaneous tissue at the site of injury, one 
still cannot disregard the primary surgical principle 
of wound closure. It is the same principle that is con- 
stantly utilized in the present-day treatment of burns 
and for the practical application of which we are under 
everlasting debt to Davidson, a surgeon who taught us 
how to cleanse and close extensive wounds in which 
not all of the covering tissue had been destroyed. If 
all the covering tissue has been destroyed as a result 
of serious injury, a substitute can often be obtained 
from some other part of the body—as a graft of inter- 
mediate thickness, a free full thickness graft or a 
pedunculated flap; and the much desired objective— 
immediate closure of the wound—still be attained. 


TO PUT INJURED TISSUES AT REST 

I need only mention the last principle—rest of 
injured tissues. Hugh Owen Thomas, the uncle of 
Sir Robert Jones and the father of orthopedic surgery, 
stressed it continually in his teachings. Every surgeon 
recognizes its importance in connection with the treat- 
ment of fractures. He does not always remember that 
rest in the early stages of treatment is equally appli- 
cable and helpful in the treatment of fractures of 
tendons, of nerves and of covering tissues. 

Fmally, you niay say, “This sounds very well in the 
lecture room, but we would like to see evidence that 
these theories work out in practice!’ [I wish I could 
take you back with me to No. 18 General Hospital, 
between Etaples and Boulogne in northern France, and 
show you how in the last year of the war wounded 
men came from the British casualty clearing stations 


Fig. 6 (case 7).—Appearance of hand eleven weeks after injury. 


with extensive wounds of every part of the body which 
had been cleansed, excised, often sutured, sometimes, 
usually because of the pressure of work, lightly packed 
with gauze saturated in paraffin and left open for 
twenty-four or forty-eight hours until the surgeon at 
the base hospital could close them. I wish I could show 
you the freedom from swelling and induration, the 
absence of inflammatory reaction and fever, and the 
comfort of these patients as compared with those who 
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were treated by the antiseptic methods that were in 
vogue the year before. One of my most vivid recol- 
lections is of a young soldier who had sustained a 
penetrating wound of the knee joint with fracture of 
both tibia and femur. The surgeon had laid the joint 
widely open by an incision extending upward along 
the medial side of the upper part of the leg, trans- 
versely across the patellar tendon, and upward along 
the lateral side of the lower part of the thigh. The 
loose bone fragments had been removed, the shell frag- 
ment and the clothing and skin carried in before it 
carefully and completely removed from the lower end 
of the femur, the joint cavity irrigated with salt solu- 
tion, and the entire wound closed in layers and with- 
out drainage. In the days of my internship at the 
Cook County Hospital, only three years before, such 
treatment would have been heresy; yet eight days after 
operation in a casualty clearing station this boy lay 
with the lower extremity immobilized in a Thomas 
splint, with normal temperature, with the operative 
wound healed, and with only a slight swelling of the 
suprapatellar bursa as evidence of wound reaction. 
That was only one of many such cases, but it stands 
out im my memory with peculiar vividness. It seems 
little short of tragic that the hard won and _ costly 
lessons of the World War should be so often ignored 
and forgotten in our teaching of surgery today. 


ILLUSTRATIVE CASES 

Here are a few illustrations of recent cases from 
the service of Dr. Michael Mason and myself at 
Passavant Memorial Hospital : 


Case 1.—A man, aged 35, tripped over a rug April 29, 1934, 
and as he fell thrust his left hand through the glass of a 
French window toward which he was walking. He sustained a 
deep transverse wound just above the wrist, with immediate 
and profuse bleeding. A doctor in the room immediately applied 
compression above the wound and shortly afterward a sterile 
dressing and pressure bandage over the wound. When I saw 
the patient ninety minutes later he could move all his fingers 
well but had a complete loss of sensation in the area of median 
nerve distribution and loss of the ability to rotate his thumb 
so that it faced the fingers. 

The patient was anesthetized immediately, and the hand and 
forearm and finally the wound itself cleansed very gently but 
thoroughly with soap and water. Examination of the wound 
showed, in addition to complete division of the median nerve, 
division of the tendons of the palmaris longus and the super- 
ficial flexor to the middle finger, and partial division of the 
tendons of the superficial flexors to the ring and little fingers, 
the flexor pollicis longus and the flexor carpi ulnaris. The 
injured tendons were repaired and finally the median nerve 
accurately reunited with very fine silk sutures. The wound 
in the skin and subcutaneous tissue was accurately closed 
without drainage and a light splint applied to maintain immo- 
bilization and volar flexion at the wrist. 

The wound healed by primary union and the patient was 
dismissed from the hospital with the hand splinted in volar 
flexion at the wrist on the third day after operation. Four 
months later he was moving his fingers normally and there 
were definite signs of returning function of the muscles sup- 
plied by the median nerve, and of returning sensation in the 
area of median nerve distribution. 


Case 2.—A boy, aged 6 years, sustained a deep transverse 
cut of his left palm as he fell headlong over an ash pile Nov. 30, 
1935. It was not determined whether the injury was caused 
by sharp tin or broken glass. The wound bled profusely until 
a first aid dressing and tourniquet were applied by a physician 
who saw him twenty minutes after the injury. The patient 
was admitted to Passavant Memorial Hospital in the service 
of Dr. Michael Mason ninety minutes after the injury. Exam- 
ination ef the hand without removal of the dressing showed 
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motionless fingers and anesthesia of the entire palmar surface 
of hand and fingers. 

The patient was immediately anesthetized, and the forearm, 
hand and finally the wound itself carefully washed with soap 
and water. To make certain that cleansing was as complete 
as possible the edges of the wound, which extended in a curved 
line almost completely across the proximal portion of the palm, 
were held apart with sterile retractors so as to expose its entire 
depth. The soap solution was washed away with sterile water 
and the divided structures (fig. 1)—nine tendons and four 
nerves, for the ulnar nerve was divided 1 inch distal to its 
division into its two digital branches and its deep muscular 
branch—were united by end-to-end suture. Finally the sub- 
cutaneous tissue and skin were accurately united. The wound 
healed by primary union. 

Feb. 21, 1936, twelve weeks after the injury, the boy was 
beginning to use his fingers (fig. 2) and there were definite 
signs of returning sensation over the proximal portion of the 
palm. 

Case 3.—A girl, aged 8 years, sustained a crushing injury 
of the distal phalanx of the left ring finger as it was caught by 
a closing door June 2, 1935. The distal half of the distal 
phalanx was almost avulsed but still held by a flap of skin 
and soft tissue on its radial side. The bone had been completely 
fractured and the distal portion torn away with the soft tissues 
which surrounded it. 

The patient was seen forty-five minutes after the injury. 
The finger tip was dusky and cyanotic but it seemed possible 
that one digital vessel had escaped injury. The patient was 
anesthetized immediately with nitrous oxide; the hand and 
wound were cleansed with soap and water and the distal bone 
fragment brought back into place as accurately as_ possible. 
The “cap” of soft tissue was fitted over it and the skin edges 
united as exactly as possible with fine horsehair sutures. No 
sutures were placed on the dorsal surface so as to avoid injury 
of the nail bed. 

A pressure dressing was applied so as to prevent passive con- 
gestion of the “flap.” The wound healed by primary union. 

Cast 4.—A mechanic, aged 38, sustained multiple lacerated 
wounds of three fingers when his left hand was caught in an 
electric fan June 11, 1934. The most serious injuries consisted 
of a laceration of the dorsal surface of the index finger at the 
proximal interphalangeal joint with division of the extensor 
tendon and joint capsule, and the loss of two half square inches 
of skin over the middle phalanx of the index and the distal 
phalanx of the middle fingers. The dirty wounds were care- 
fully cleansed by Dr. Michael Mason, the joint capsule and 
the divided extensor tendon were accurately united, the lacera- 
tions were united with fine sutures and two small grafts were 
laid over the denuded areas. The wounds and grafts healed 
without infection. 


Case 5.—A mechanic, aged 46, sustained burns of both 
hands April 18, 1935, from blazing gasoline. Linseed oil and 
gauze dressings were applied shortly afterward at a nearby 
hospital. He was admitted to Passavant Memorial Hospital 
an hour after the injury. The oily material and greasy dirt 
were washed from his hands as he soaked them for nearly a 
half hour in two large basins of sterile water and soap suds. 
When the hands were clean they were allowed to dry under 
a heat lamp and then sprayed with 5 per cent freshly made 
tannic acid solution. The hands were alternately sprayed and 
dried during a period of twelve hours, when tanning was almost 
complete. Some exudation of serum from the right hand con- 
tinued for almost three days. The day after admission the 
patient’s temperature was 101.4 F. and there was considerable 
swelling and redness of the right forearm just proximal to 
the burned area. These symptoms gradually subsided; the 
patient was dismissed from the hospital seven days after 
admission with the dry crusts covered with a light protective 
dressing and the right hand immobilized in a light splint. 
Separation of the crusts was complete eight days later. 

Case 6.—A workman, aged 40, was admitted to Passavant 
Memorial Hospital March 29, 1934, shortly after he had sus- 
tained a crushing injury of the left hand. While repairing a 
freight elevator he was suddenly carried upward, clinging with 
his upstretched hands to the floor of the elevator. His left 


hand was caught between the floor of the elevator and the 
upper beam of the doorway just as the elevator was brought 
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to a stop. The soft tissues over the dorsum of the metacarpus 
were crushed and torn away. The skin over the dorsal surfaces 
of the proximal phalanges of the index, middle and ring fingers 
was white, bloodless and insensitive (fig. 3). Over the meta- 
carpus a part of the extensor indicis proprius had been avulsed; 
the surface of the common extensor tendons to the index and 
middle fingers was ragged and torn, but the tendons were not 
divided. 

After the hand and forearm had been shaved and cleansed 
with soap and water the wounds themselves were carefully 
cleansed. The crushed and lacerated edges of skin about the 
wound on the metacarpus were cut away, leaving a denuded 
area involving the greater part of the dorsum of the hand. 
The free ends of the partially destroyed extensor indicis pro- 
prius were sutured to the adjacent tendon of the common 
extensor. A free full thickness graft of skin of the exact size 
and shape of the defect was then dissected free from the 
abdominal wall and sutured accurately in place over the defect. 
A second similar graft was used to fill the defect in the dorsum 
of the ring finger. On the middle and index fingers it was 
possible to approximate the skin edges, after excision of the 
devitalized skin and subcutaneous tissue. 

When the pressure dressing was removed and the wounded 
areas examined for the first time eight days after operation it 
was seen that a small area of dry necrosis, approximately one 
inch square, had developed where the large graft lay over 
bare extensor tendons. Elsewhere the grafts had healed per- 
fectly. This necrotic portion of the graft was cut away a few 
days later, and the patient left the hospital three weeks after 
the injury. When healthy granulation tissue had formed over 
the raw spot, thirty-seven days after the injury and primary 
operation, a thin graft was laid over the granulations and heal- 
ing was complete a week later. Figure 3 shows the hand 
immediately after the injury, and figure 4 two years after the 
injury. 

Case 7.—A woman, aged 34, was admitted to Passavant 
Memorial Hospital in the service of Dr. Michael Mason 
April 23, 1935, shortly after she had sustained multiple serious 
injuries in an automobile accident. The most severe injuries 
consisted of a comminuted supracondylar fracture of the left 
humerus, lacerations of the left parietal and right orbital 
regions, and a deep abraded wound of the dorsum of the right 
hand with tangential loss of a portion of all the metacarpal 
bones and complete loss of all the tissues—tendons, nerves, 
. blood vessels and covering tissues—overlying them (fig. 5). 

The extensive wound of the hand was carefully cleansed 
with soap and water and debrided, and the lacerations of the 
head and face cleansed and sutured, but because of shock and, 
later, the difficulty of securing complete reduction and satis- 
factory immobilization of the fractured left humerus, six days 
elapsed before it was possible to raise a flap from the right 
thigh and lay the hand underneath it. In the meantime the 
hand had been dressed daily with every care to avoid adding 
infection to the large open wound. May 29, just one month 
after the hand had been placed under the flap, its attachments 
were divided, suture of the cut edges to the hand completed, 
and the raw surface left on the thigh covered with thin grafts. 

Figure 5 shows the hand immediately after the injury and 
as it lay underneath the flap; and figure 6, eleven weeks after 
the injury. Dr. Mason plans at a later date to transplant 
tendons underneath the flap to replace the destroyed extensor. 
tendons. 

SUMMARY 

The arrest of hemorrhage, the treatment of shock, 
and the careful examination: of the hand—not the 
wound, are the first steps in the care of an injured 
hand. The principles involved in the further treatment, 
as in the treatment of any compound injury, are care 
not to add injury to that which has already taken place, 
careful excision of hopelessly injured tissue, the use 
of a minimum amount of foreign material in the repair 
of the injured structures, closure of the open wound 
as soon as it can be done with-safety, and rest until 
healing has taken place. 

54 East Erie Street. 
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Special Article 


THE CHOICE OF ANALGESICS 


R. W. WAGGONER, M.D. 
ANN ARBOR, MICH. 


This is one of a series of articles written by eminent clini- 


_ctans for the purpose of extending information concerning the 


official medicines. The twenty-four articles in this series have 
been planned and developed through the cooperation of the 
U. S. Pharmacopeial Committee of Revision and Tue JouRNAL 
oF THE AMERICAN MepicaL AssocraATION.—Eb. 


It has been said that, “next to the saving of life, the 
relief of pain is a physician’s most important function.” 
Most patients can be made relatively comfortable in 
order to prevent the use of energy in the form of actual 
physical and nervous response to painful stimuli. Pro- 
tection from these stimuli will allow the use of this 
energy for a better purpose. On the other hand, the 
indiscriminate and illogical use of analgesics is fre- 
quently unsatisfactory and may actually cause more 
damage than the pain itself. The type of analgesic 
should be chosen with care from an analysis of the 
patient’s condition. Pain is an important factor from 
the diagnostic point of view, but once the type of pain, 
its situation, frequency. and duration are noted it 
becomes unnecessary and the patient has every right to 
expect relief. Pain having served its purpose as a 
warning should be eradicated as soon as possible. The 
means by which pain is to be relieved depends largely 
on the type of pain and the causative factors. For 
rational therapy, therefore, the physician must analyze 
the situation and proceed accordingly. 

-Obviously, the causative factor must be removed if 
and when possible. For example, an inflamed appendix 
should be removed; tabetic patients with root pain 
should receive the proper sort of antisyphilitic therapy. 
Headaches associated with some organic manifestation 
should be treated accordingly. In the meantime, how- 
ever, it is the duty of the physician to control the symp- 
toms which the patient manifests until such time as the 
removal of the cause is possible. Analgesics that are 
satisfactory for the control of one type of pain may be 
almost valueless in another case. In order to decide the 
type of analgesic to be used, it will be of value to 
develop some sort of classification of the different ayes 
of pain.’ 

PSYCHALGIA 

In such a classification psychalgia, or pain without 
organic cause, should be considered first. It would seem 
that all pain, whether secondary to some physical patho- 
logic process or associated with no chemical or physical 
cause, must have a psychologic component, the degree 
of psychologic component present varying with the 
patient as well as with the disease. There is apt to be 
a greater degree of fear and consequently a greater 
degree of psychologic pain in certain types of conditions 
than in others, and the diminution of fear or anxiety 
whether by psychotherapy or by physical means will very 
distinctly assist in the control of physical pain. Certain 
types of pain, particularly if there happens to be a 
large element of psychalgia, will respond poorly even to 
large doses of morphine. On the other hand, a small 


The author is indebted to Mr. Harvey Whitney, chief pharmacist of 
ong Mpeg Hospital, for assistance in preparing the prescriptions used 
n is paper. 

1. Dunlap, H. A.: Lancet 2: 909 (Oct. 19) 1935. 
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dose of some one of the barbiturates, together with a 
relatively small dose of morphine, may result in com- 
plete relief of the patient's symptoms. It is possible 
to relieve even the most severe types of pain in given 
individuals by strong suggestive therapy without the use 
of any of the chemical analgesics. The proper amount 
of psychotherapy correctly used, irrespective of the type 
of chemical analgesia necessary, is always of value and 
should never be neglected. Care should be used in the 
diagnosis and treatment of psychalgia, since if it is 


Prescription 1.—Sodium Bromide and Ammonium Valerate 


Elixir of Ammonium Valerate........... to make 60.0 ¢ 

bel: One teaspoonful, diluted with water, three Gana daily 

after meals. 


Prescription 2.—Carbromal 


Divide into 15 capsules (or tablets). 
Label: One capsule after meals and two before retiring. 


Prescription 3.—Phenobarbital 


Elixir of Phenobarbital...................... 
Label: From one teaspoonful to one tablespoonful hana bedtime. 
(Each teaspoonful contains 0.016 Gm.) 


handled badly the patient’s attention may be fixed on 
some symptom and increase rather than diminish the 
manifestations. If one is sure that there is no organic 
component in such a situation, one should be exceed- 
ingly careful in the use of any physical or chemical 


therapy. 
PY THE NEURALGIAS 


The neuralgias present a serious problem from the 
point of view of treatment. Under the general term 
must be included, of course, certain treatment-resistant 
conditions such as tic douloureux, atypical neuralgia 


PRESCRIPTION 4.—Aminopyrine 


Divide into 15 capsules (or tablets). 
Label: One capsule every three hours as required to relieve pain. 


5.0 Gm. 


Prescription 5.—Acetylsalicylic Acid 


BR, Acetylsalicylic acid 
Divide into 15 capsules. 
Label: from two to three tablets every three hours as required. 


5.0 Gm. 


PRESCRIPTION 6.—A minopyrine 


Label: From one to two _ teaspoonfuls 
0.16 Gm. of 


60.0 ce. 
(each teaspoonful contains 


of the face, intercostal neuralgia, post-herpetic neural- 
gia and sciatic neuralgia. In the treatment of these, 
perhaps mechanical therapy or surgical intervention is 
in the end the most satisfactory. However, in the 
meantime the patient should be kept comfortable and in 
cases that are not too severe perhaps proper mechanical 
therapy combined with judicious analgesic medication 
may eliminate the necessity of surgical intervention. 
In such circumstances it must be remembered that 
because of the chronicity of these conditions morphine 
and its derivatives are contraindicated. Aminopyrine 
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and salicylic acid derivatives are in general most satis- 
factory for the treatment of these cases. 

Of the special neuralgias, trichloroethylene has been 
suggested in the treatment of tic douloureux but at 
best should be used only as a temporary type of treat- 
ment. It is usually somewhat unsatisfactory. Even 


Prescription 7.—Trichlorocthylene 


Divide into 10 ampules, 
Label: Inhale vapors. 


morphine may fail in handling this particular type of 
condition and should not be used unless the patient is 
under the continuous observation of the physician. 


NEURITIS 


In contrast to the neuralgias, patients with neuritis 
show definite neurologic changes, such as sensory 
changes, changes in the reflexes and muscle weakness, 
etc. Since a great many of these cases are associated 
with toxic conditions of some sort, care must be exer- 
cised not to prescribe any medication that will increase 
the toxic manifestation. In cases of neuritis, as in cases 
of neuralgia, mechanical therapy is of great value. As 
a necessary ddjunct, however, one should include the 
use of proper analgesics. The pain in most of these 
cases will yield fairly promptly to the use of amino- 
pyrine or the salicylates, but early in the treatment of 
the condition the pain may be so severe as to necessitate 
the use of morphine or one of its derivatives, 


ROOT PAINS 

Three important conditions come under the heading 
of root pains: tabes dorsalis, spinal cord tumor and 
radiculitis. In the first two, obviously, the important 
consideration is to treat the underlying condition. In 
spinal cord tumor, for example, removal of the tumor, 
if operable, will usually result in prompt relief of the 
pain. In the other two, however, the patient must be 
made comfortable by the use of analgesia, particularly 
during the period of treatment. During this time 


Prescription 8.—Analgesic for Radiculitis 


M. Divide inte 15 capsules. 


Label: One or two capsules at onset of pain. May repeat in an hour. 


various types of analgesia may be used. A patient with 
tabes dorsalis whose pain is very severe, whether asso- 
ciated with the characteristic root pains involving the 
extremities or associated with a gastric crisis, should be 
made quiet and should be relieved of fear of repeated 
attacks of pain. The use of one of the longer acting 
barbiturates is often of great value in such cases. 
Ordinary analgesics such as aminopyrine, acetylsalicylic 
acid and acetophenetidin will rarely have much effect 
but may be tried on such cases. Obviously, because of 
the frequent recurrence of attacks of such pain, mor- 
phine and its derivatives are contraindicated. A suc- 
cessful method of handling these cases is to administer 
intravenously one of the intravenous barbiturates, 
giving the patient enough medication to make him 
semiconscious and keeping him in such a condition for 
a period of from twelve to twenty-four hours; when 
the patient is allowed to regain consciousness the 
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attack may be gone. This procedure should be used 
with great caution, and not as a general practice. This 
type of treatment is to be used only in conjunction with 
the antisyphilitic therapy, which should be instituted as 
soon as the condition is recognized. In the treatment of 
‘radiculitis, on the other hand, the milder types of 
analgesia oftentimes serve quite satisfactorily. One 
may try aminopyrine, acetophenetidin or a salicylate. 


Prescription 9.—For Pain in Spinal Cord Tumor 


Physiologic solution of sodium chloride........ 
M. Make a sterile solution, 
og Give 1 cc. hypodermically as ordered (1 cc. equals one-fourth 
grain). 


In the spinal cord tumor cases, the pain may be con- 
trolled with morphine or some of its derivatives until 
such time as the patient comes to operation. 


HEADACHE, OR CEPHALALGIA 

One of the most common conditions to which man is 
heir is headache. Since it may be due to a multitude 
of causes, it is obvious that different types of analgesia 
should be used according to the type of condition 
present. It is likewise obvious that, if the causative 
factor can be found, this should be removed. For 
example, in allergic conditions the patient should elimi- 
nate the reacting substance; or, in brain tumor, the 
tumor, if operable, should be removed. In meningitis 
the inflammatory lesion deserves immediate considera- 
tion from the standpoint of treatment. Local disorder 
in the nose or throat; visual disturbances, such as 
refractive error, should all be treated as such. Fre- 


Prescription 10.—Acetylsalicylic Acid Combined with 
Acetophenetidin.and Caffeine 


M. Divide into 15 capsules. 


Label: One or two capsules at onset of pain. May repeat in an hour. 
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Prescription 11.—Ergotamine Tartrate 


Ergotamine tartrate 
Divide into 15 tablets. 
Label: One to two tablets at the onset of an attack. 


Prescription 12.—Acetylsalicylic Acid with Acetanilid and. 


Hyoscyamus 
Extract of Hyoscyamus..............esseeeee 0.15 Gm 


Divide into 15 capsules. 
Label: One capsule every two to four hours as needed for pain. 


quently evening or nocturnal headaches are associated 
with syphilis and in such cases active antisyphilitic ther- 
apy should be administered. 

As a type of palliative medication the analgesic must 
be chosen according to the cause of the headache, if it 
is to be most effective. So-called reflex headache and 
headache associated with anxiety, excitement or depres- 
sion may be controlled with relatively small doses of 
acetylsalicylic acid; the acetylsalicylic acid may be 
combined with other analgesias and caffeine. These 
drugs, on the other hand, have little influence on the 
patient with migraine or allergic headache. In ordinary 
migraine, most attacks can be controlled relatively easily 
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by one or two hypodermic injections of ergotamine 
tartrate, or the ergotamine tartrate may be taken by 
mouth. 

The use of ergotamine tartrate is not without some 
danger of ergotism. In some of these cases moderate 
doses of analgesic medication together with large 
enough doses of a barbiturate to induce sleep may 
result in complete relief of the symptoms. 

Headaches that are associated with gastro-intestinal 
upsets and toxic factors of various sorts, as after acute 
alcoholism, respond very well to acetanilid prescrip- 
tions. In the use of this drug, however, one must 
guard against habit formation and poisoning. 


MISCELLANEOUS CONDITIONS 

In patients who have increased muscular tone asso- 
ciated with cramping of the muscles and constant severe 
pain, one chooses the analgesic according to the con- 
dition present. For example, in patients with paralysis 
agitans, scopolamine hydrobromide administered three 
times daily over a relatively long period occasionally 
gives relief. During the attacks of pain the scopolamine 
effect can be boosted by the use of aminopyrine or if 
necessary an occasional hypodermic of morphine or one 
of its derivatives. On the other hand, muscle cramps 
as seen in athletes, which cause very severe pain, may 
be promptly relieved by the use of aminopyrine or 
acetphenetidin. 

In thalamic disease the patient occasionally complains 
of very severe and almost intractable spontaneous pain. 
Obviously, no operative procedure is possible under 
such circumstances. These cases, although rare, are 
perhaps the most difficult to treat, frequently requiring 
large doses of morphine. Occasionally one gets better 
results by the use of morphine sulfate combined with 
one of the lesser analgesics such as aminopyrine or 
acetphenetidin. 

The pain associated with dysmenorrhea presents a 
very important problem and one frequently encoun- 
tered. In those cases in which there is some cause 
which can be corrected, this should be done rather than 


Prescription 13.—A cetylsalicylic Acid Combined with Amytal 


M. Divide into 15 capsules. 
Label: One capsule every three hours. 


continuing the use of analgesics from month to month. 
However, in such cases it may be necessary to use some 
type of analgesia and in such cases the physician should 
attempt to estimate the degree of pain and use a drug 
that produces the desired degree of analgesia. Fre- 
quently these situations are a mixture of emotional 
disturbance and actual pain, and as a result a drug com- 
bination of an analgesic together with a sedative is of 
more value than a single analgesic drug. The use of 
acetylsalicylic acid or acetophenetidin combined with 
some mild sedative such as phenobarbital or amytal is 
usually quite satisfactory. Possibly the combination of 
aminopyrine and the barbiturates should be frowned on. 
The amount of the analgesic drug can be increased 
according to the the severity of the pain. The sedative 
medication, however, should be about the same in most 
cases. In some instances the pain may be severe enough 
to require one of the opium derivatives. 

In the control of pain associated with trauma, one 
should not hesitate to use the opium derivatives in most 
cases unless one expects the cause of the pain to last 
for a relatively long period. Some qualification of this 
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may be considered in the treatment, for example, of 
fractures, in which the introduction of a local anesthetic 
such as procaine into the fracture site may very 
markedly reduce the pain associated with reduction of 


Prescription 14.—Neocinchophen 


Divide into 15 capsules. 
Label: One capsule every three hours. 


Prescription 15.—For Chronic Infectious Arthritis 


Magnesium oxide 
M. Divide into 15 capsules. 

Label: One capsule every three hours. 


the fracture and obviate the necessity for general anes- 
thesia. The end results are said to be better than in 
those cases in which general anesthesia is used. 

One of the most satisfactory drugs in the treatment 
of the pain associated with the degenerative types of 
arthritis, such as hypertrophic arthritis, is cinchophen 
or neocinchophen. Since neocinchophen gives such 
excellent results and is less toxic, it should be used 
rather than cinchophen. 

In chronic infectious arthritis the pain is relieved 
more satisfactorily by the use of salicylates. 


SUMMARY 


Much has been written during the past few years 
concerning the harmful effects of certain drugs. 
Perhaps aminopyrine has been most severely indicted 
for its supposed cause of agranulocytosis. There are 
still many who are afraid to prescribe this splendid 
analgesic because of the possibility of harm resulting 
from its use.2. The property of producing agranulo- 
cytosis may be due to the benzene ring, but many cases 
of industrial benzene poisoning have been noted without 
agranulocytosis.* It is logical to believe that there 
may be an idiosyncrasy to the drug,* just as there is to 
many other valuable drugs. It should not be discarded 
because of the unfortunate reaction in a few cases. 

Similar criticism of the use of cinchophen and neo- 
cinchophen has been raised because this drug is pre- 
sumed to cause liver damage. Studies on experimental 
animals have not proved that these drugs have a con- 
stant specific liver toxic effect even when given in doses 
far in excess of the therapeutic dose. An analysis of 
the literature would indicate that these drugs may be 
prescribed safely when a proper indication for their 
use exists. 

Many of the barbituric acid derivatives have been 
used for the relief of pain. The high comparative 
dosage of these drugs necessary for analgesic action 
makes their routine use for such purposes inadvisable. 

Sensitization to acetylsalicylic acid is said to be fre- 
quent among allergic persons.® Placing a small bit of 
the drug on the tongue and allowing it to dissolve will 
produce itching, cough or asthma in a short time in 
sensitized persons. 


Hoffman, A. M.; Butt, E. M., and Hickey, N. D.: Neutropenia 
Following Aminopyrine, A. M. A. 102: 1213 (April 14) 1934. 
Pepper, O. H. P.: Calitornia & West. Med. 35:173 (Sept.) 1931. 
Randall, C. L.: Severe Granulopenia vetoing the Use of Barbiturates 
and Aminopyrine, 102: 1137 (April 7) 19 

: Kracke, R. R.: Am. J. Clin. Path. 2: 11 ae 1932. 
arzi, L, R., and Murphy, Iva G.: J. . & Clin. Med. 20: 
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and Fish, M. E.: J. Pharmacol. & Exper. Therap. 
48: 341 (July) wes "Eben, H. G., and Gilman, A., ibid. 55: 400 
ec 
6. Duke, W. W.: J. Allergy 4: 427 (July) 1933. 


M. A. 
Serr. 1936 


The physician should recognize first of all the tem- 
perament and personality of his patient and, secondly, 
the situation, type and severity of the pain, and he 
should prescribe his analgesic medication accordingly. 
If the patient is a high strung, so-called nervous indi- 
vidual and there appear to be many emotional com- 
ponents in the situation, obviously much greater benefit 
will be derived from the use of some sedative medica- 
tion in conjunction with the analgesic to be prescribed. 
On the other hand, a plethoric, nonemotional individual 
who has severe pain may be given an analgesic without 
the sedative component. It should be remembered in 
the use of this type of medication that habit formation 
is easily established and in those cases in which the ‘pain 
is apt to be present over a long period drugs should 
be used which are least likely to induce habit formation. 
The narcotics, therefore, should be used rarely and only 
in emergency situations, not in those cases in which 
analgesic medication may be necessary over a long 
period 
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Tue Councit oN PuysicAL THERAPY HAS AUTHORIZED PUBLICATION 


BECK-LEE SHORT WAVE DIATHERMY 
MACHINE ACCEPTABLE 


Manufacturer: Beck-Lee Corporation, Chicago. 

The Beck-Lee Short Wave Diathermy is designed for medical 
and surgical diathermy. It is a two-tube machine having a 
modified circuit of the push-pull type. No condenser is used 
in the tank circuit, the capacity between the turns of the coils 
being utilized. The wavelength is between 15 and 16 meters. 
The input power re- 
quired to operate the PATIENT 
unit is approximately 
750 watts. Since there 
is no acceptable 
method of measuring 
the output power of 
short wave machines, 
this value is not given. 


PRIM. 


Wave Diathermy. Fig. 2.—Schematic diagram of circuit. 


The shipping weight of the unit is approximately 50 pounds. 
Both pad and cuff electrodes are furnished as standard equip- 
ment. 

In accordance with the regular procedure of considering 
devices submitted to the Council, the firm was asked to present 
evidence to substantiate the claims made for the device. Tissue 
heating effects in the human thigh were observed. Cuff elec- 
trodes were applied to the thigh: one posterior to the hip, and 
the other anterior to the knee. Thermocouples were introduced 
into the deep-lying tissues and also into the subcutaneous tissues, 
being placed midway between the electrodes, and temperature 
readings were made immediately before and after the treat- 
ments, during which the thermocouples were removed. After 
twenty minutes’ treatment, the machine being operated at the 
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patient’s tolerance, the temperature rise and final temperature 
(average of six tests) were observed to be comparable to those 
temperatures obtained when using conventional diathermy as 
a control. 

The machine was used in a clinic acceptable to the Council 
and the foregoing report was confirmed. The temperature rise 
of the transformer was found to come within the limits accepted 
by the Council. The unit was operated under actual conditions 
for a period of three months. It gave satisfactory service both 
for medical and for surgical diathermy. Burns may be produced 
by this or any other short wave machine, but they may be 
avoided by ordinary precautions. 

In view of the favorable report on the unit, based on its 
performance when cuff electrodes were used, the Council on 
Physical Therapy voted to include the Beck-Lee Short Wave 
Diathermy in its list of accepted apparatus. 


Council on Pharmacy and Chemistry 


REPORTS OF THE COUNCIL 


Tue COUNCIL HAS AUTHORIZED PUBLICATION OF THE FOLLOWING 
REPORT. Paut Nicnoras Leecnu, Secretary. 


INJECTION TREATMENT OF HERNIA 

In March 1936 the Council on Pharmacy and Chemistry of 
the American Medical Association addressed a questionnaire 
to a selected list of hospitals, with a view to obtaining data on 
the injection treatment of hernia. ‘ This method is now being 
exploited actively to the medical profession by many purveyors 
of mixtures of one type or another, used in this method of 
treatment. In the questionnaire, information was sought par- 
ticularly as to the extent of this practice, its safety and its 
effectiveness, the extent of unfavorable complications, and the 
nature of such complications. 

Replies, which were received from most of the institutions 
addressed, indicated that the method is not used in the majority 
of the hospitals consulted and that it is considered safe and 
effective by those using it, although many qualified their opinion 
as to safety and effectiveness by specifying careful selection 
of cases. Several unfavorable complications were recorded, 
including mild infections, the development of fibrous masses of 
cutaneous tissue, and failure of the method to correct the hernia. 
In addition, there were some instances of painful scarring, 
occasional cases of swelling of the testis, and a few instances 
of subsequent impotence. In two cases, gangrene followed the 
use of the method. 

The solutions used by various observers included sodium 
morrhuate; a mixture of phenol, alcohol and oil of thuja; and 
several mixtures containing tannic acid or tannic acid deriva- 
tives. In some of the institutions, preparations of proprietary 
character, such as the Pina-Mestre solution, Galtanol and 
Proliferol, were used. 

Opinions varied as to the number of cases suitable to this 
method of treatment. In those most favorable, from 12 to 15 per 
cent of cases were treated by the injection method. Other 
institutions reported that the majority of cases of hernia in the 
outpatient clinic were treated by this method. 

Several reports concerned surgical operations on patients who 
had been formerly treated by the injection method ineffectively. 
The surgeons report, however, that the previous injections had 
not made later surgery more difficult. 

One of the complications involved in the introduction of the 
method has been the attitude of the insyrance organizations, 
workmen's compensation boards and similar groups, in relation- 
ship to bearing the cost of such a procedure. Another com- 
plication has been the fact that the method has been taken up 
by osteopaths and even by laymen, and that some of the diffi- 
culties that have arisen are due to the results of such nonmedical 
use of the injection method. 

In some institutions in which physicians especially well 
trained have been put in charge of the injection method as 
administered in the outpatient clinic, the results seem to be 
quite satisfactory not only to the special worker but also to 
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the members of the surgical staff who have followed these cases. 
The most unfavorable opinion seems to be that there may be 
more recurrences attending the injection of the indirect inguinal 
hernia than follow under adequate operative care. 

It must be borne in mind, however, that these are ambulatory 
patients and that this type of care permits continued industrial 
employment as well as releasing a considerable number of > 
for patients definitely requiring surgery. 

Subsequent to the issuance of the questionnaire by the Council 
on Pharmacy and Chemistry, a letter was addressed to THE 
JoURNAL OF THE AMERICAN MepicaL AssociaTION by some 
fifty physicians in good Standing who have been using the injec- 
tion method, citing their opposition to some of the criticisms 
contained in the questionnaire and emphasizing the fact that 
suitable selection of cases, injection by experienced practitioners, 
and suitable control of the patients treated make the injection 
method just as safe as, if not safer than a surgical procedure 
These fifty physicians are convinced that the injection method 
is applicable and effective in the majority of cases of hernia, 
that it is often applicable when surgery is inadvisable and vice 
versa, and that it is just as free from complications and dangers 
as are surgical procedures. It is their opinion that the method 
will develop greater usefulness as it is more definitely under- 
stood, as the solutions used are more capably investigated and 
standardized, and as the limitations and uses of the method 
are more completely worked out. 

With this point of view the Council on Pharmacy and 
Chemistry is inclined to agree. Nevertheless, the following 
considerations should be borne in mind not only by those expert 
in the injection method but also by the medical profession in 
general: The attempted cure of hernia by the application of 
the method of adhesive inflammation is not new. The method 
has, however, failed to establish itself as a routine method for 
the treatment of hernia and is still in an early experimental 
stage. In view of these facts, surgeons who practice this 
method should realize the dangers from an ethical, a legal and 
a financial point of view. 

Those who inject into the bodies of their patients mixtures 
of unknown composition, not suitably standardized by any 
unprejudiced agency, and capable of bringing about definite 
pathologic changes in living, healthful tissue, may be subjecting 
themselves to unwarranted risk of legal difficulties should unfor- 
tunate results ensue. Those who continue to experiment with 
the injection method for the treatment of hernia with a view 
to standardizing this method will do well to use only such 
mixtures as may be prepared under their own direction in the 
laboratory of the hospital with which they may be associated, 
or mixtures prepared by competent pharmacists according to 
prescriptions prepared by the physician himself. 


NEW AND NONOFFICIAL REMEDIES 


THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS CON- 
FORMING TO THE RULES OF THE COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION TO NEW AND 
NonorFiciaL REMEDIES. A COPY OF THE RULES ON WHICH THE 
CoUNCIL BASES ITS ACTION WILL BE SENT ON APPLICATION, 


Paut Nicuoras Leecn, Secretary. 


DEXTROSE (See New and Nonofficial Remedies, 1935, 
p. 280 and THe JourNnat, June 27, 1936, p. 2239). 

Hospital Liquids, Inc., Chicago. 

The several accepted dextrose solutions (in distilled water and in 


physiologic solution of sodium chloride) marketed in Filtrair Containers 
of 1,000 cc. capacity are also supplied in 500 cc. containers. 


POLLEN y (See New and Non- 
official Remedies, 1936, p. 41). 

The following additional products have been accepted: 

Grass Mixture Pollen Extract-Mulford (Timothy, June, Orchard, 
Sweet Vernal, and Red Top Grass Pollen in equal provers ortion); Grass 
Mixture Pollen Extract-Mulford (Pollens of Southwestern Grasses: 
Bermuda Grass and Johnson Grass 30 per cent each, June Grass and 
Timothy Grass 20 per cent each). 

These products are marketed in vial and syringe treatment 
packages containing graduated doses, representing respectively 
» 10, 00, 200, , 700, 1,000, 1,500, 2,000, 3,000, 
4,000, 5,000, ‘6,000, 7,000, 8,000, 9,000 and 10,000 pollen units. 
Also in packages of three 5 cc. vials containing respectively 
100, 2,000 and 20,000 pollen units per cubic centimeter, 
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ARE WE GROWING BIGGER? 

The grown children of today entering colleges and 
universities in the United States seem to average two 
inches taller and weigh some seven pounds more than 
did their parents and grandparents who entered the 
same schools. A similar observation has recently been 
made abroad. Measurements of the rate of growth of 
children in recent years have been accurately made in 
a number of German cities.’ All agree in showing con- 
siderable increases in height and weight during the last 
few years. Thus the mean height of boys entering 
school between 6 and 6% years of age in 1924 was 
108.7 cm.; in 1932 it was 114.9. Over the same period 
the mean of girls increased from 108 to 114.5 cm. 
Similar changes in weight were noted. The mean 
height of boys leaving school at about 14 years of age 
increased from 146.4 cm. in 1924 to 152.7 cm. in 1933. 
The mean weight of the boys changed from 38.9 Kg. 
to 42.7 Kg. during the same period. Similar changes 
occurred in girls. In seeking an explanation it must be 
remembered that some of the children either were born 
in the period of war or postwar privation or as infants 
suffered from severe dietary deficiencies during the 
same period. Additional information, however, is 
available. Thus the average height of recruits in 
Norway increased 3.01 cm. between the years 1878- 
1887 and 1923-1925, in Holland 6.67 cm. between the 
years 1863-1867 and 1921-1925, in Sweden 4.5 cm. 
between the years 1846-1850 and 1921-1922, in Swit- 
zerland 9.5 cm. between the years 1792-1799 and 
1861-1872, in Denmark 3.69 cm. between the years 
1852-1856 and 1904-1905, and in Italy 2.1 cm. between 
the years 1855-1859 and 1896. 

These figures appear to confirm those reported by 
Bowles * in this country in 1932. The latter investiga- 
tions were based on the anthropometric measurements 
of fathers and sons at Harvard University and mothers 
and daughters who attended Vassar, Wellesley, Smith 
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and Mount Holyoke colleges. The available material 
from Harvard included a small series of 481 couples 
(400 fathers and their sons) for whom thirty measure- 
ments and seven observations were available, and a 
large series for which only heights, weights and 
nationalities were available, numbering 1,461 couples 
(1,160 fathers and their sons). The statistical accuracy 
of the information obtained was open to some question 
from the standpoint of the small numbers involved, but 
the variants were such that comparisons of reasonable 
accuracy could be drawn. Racially the material of the 
Harvard study was remarkably constant, only 5.79 per 
cent containing other than “old American” stock. Of 
this small proportion 3.9 per cent were of purely British 
stock—much the same as the original “old American.” 
The results with regard to stature could be summarized 
as follows: 1. Sons are absolutely taller than their 
fathers. 2. In the student population for at least the 
past eighty years and probably longer there has been a 
marked annual increase. The rate has varied, reaching 
a peak in those born between 1860 and 1870, when the 
mean annual increase was 0.15, and dropping in those 
born between 1905 and 1910, when the increase was 
0.07. 3. The mean annual rate of increase for the 
entire student population for the past eighty years has 
been approximately 1 cm. every twelve and one-half 
years, statistical significance occurring every eight and 
one-half years. 4. For the population as a whole the 
figure is somewhat smaller but is probably between 
0.06 and 0.07 cm. per annum. 5. The mean stature of 
the present-day “old American” student population in 
Massachusetts and vicinity is 178.03 cm., rating thus 
among the tallest people observed anywhere and 4 cm. 
or more above the population as a whole. 6. There is 
no significant correlation between age and _ stature 
among students between the usual college ages of 17 
and 23. 7. The increase in one generation, approxi- 
mately thirty-five years, has been 3.55 cm., or about 
1% inches. The weight studies could be summarized 
as follows: 1. Male students as a whole have shown a 
mean annual increase of 7499 pounds during the past 
fifty years. 3. Weight increase has been to a certain 
extent associated with stature increase in that the 
greatest increases were noted in the same decade, but 
the falling off of increment has been more marked for 
weight. 4. Proportionally weight has not increased at 
the same rate as stature; consequently, significant dif- 
ference occurs every eleven and one-half years as 
opposed to every eight and one-half in stature. 5. Men 
are today getting taller and slenderer even though in 
absolute weight they exceed their parents. For the 
college women studied the mean increase in stature of 
the daughters over their mothers was 2.93 cm. The 
mean weight of the daughters was 4 pounds over that 
of the mothers in the group studied. 

A number of other measurement comparisons were 
reported by Bowles which should serve for a_back- 
ground in extending the studies of gradual physical 
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evolution. The causes for the increase in weight and 
stature remain uncertain. At present he lists the most 
probable as increased medical attention in preserving 
those children who have outgrown their strength until 
they have reached maturity and a normal state of 
resistance to disease ; cultural modernization and a gen- 
eral speeding of processes; better food in more abun- 
dance and in greater variety; more exercise; possible 
assortive and selective mating on the part of parents; 
occupational change of parents, and nonascertainable 
elements of climatological and meteorological effect. 


ECZEMA FROM DYED CLOTHING 

Dermatologists for many years considered eczema a 
dermatosis caused by endogenous metabolic distur- 
bances, and some still accept this doctrine. Repeated 
efforts to obtain accurate proof for this view have 
yielded uniformly negative results. True, the produc- 
tion of eczema by the injection or ingestion of iodine, 
quinine or arsphenamine, for example, indicates that 
products of metabolism may in certain special instances 
play a part in the etiology of the eczematous condition. 
However, quantitative determinations of various con- 
stituents of the urine and of the blood of eczematous 
persons have resulted in a complete failure to relate 
any endogenous metabolic disorder to the many types 
of eczema. From the standpoint of physiologic chem- 
istry, therefore, eczema is not a metabolic disease. This 
makes fallacious the numerous dietary measures that 
have been suggested for treating the condition. Evi- 
dence has rapidly accumulated, however, which indi- 
cates conclusively that external factors play a far more 
important part than was formerly assigned to them in 
the etiology of acute, subacute and chronic eczema. In 
considering the etiology of eczema, due regard must 
be given to the not infrequent significance of the indi- 
vidual constitutional factor or human idiosyncrasies. 
Hypersensitivity to the primrose or to Ascaris are 
classic examples of idiosyncrasy. The thorough work 
of Bloch? has aided greatly in distributing the proper 
emphasis among the possible etiologic factors in eczema 
and has developed the somewhat newer, allergic, view 
of the condition. 

Of the environmental factors that are the most com- 
mon causative agents of eczema, articles of clothing 
are of considerable significance. Numerous illustrative 
references are contained in the literature and serve to 
demonstrate the difficulty in diagnosis of the cause in 
each patient. Generalizations are extremely difficult 
because of individual susceptibilities, and each case 
usually requires prolonged observation and study; but 
the results obtained are generally well worth the extra 
time and effort required to secure them. These points 
are strikingly illustrated in an interesting report by 
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Simon and Rackemann.*? Small eczematous areas and 
lesions developed from time to time in a man in widely 
diverse portions of the body and at varying intervals 
over a period of from four to five years. Various local 
applications had no apparent effect on the course of 
the disease, and roentgen therapy resulted in only tem- 
porary improvement. Repeated microscopic examina- 
tions and cultures failed to reveal fungi; a general 
physical examination gave no evidence of focal infec- 
tion. Sensitization was considered, but skin tests by 
the scratch method with extracts of all foods in. the 
patient’s diet and with many epidermal products and 
pollens all gave negative results. A careful considera- 
tion of the location of the lesions, and the fact that 
lesions on the ankles disappeared when white socks 
were substituted for colored ones worn previously, sug- 
gested clothing as a cause of the eczema. Proof was 
soon obtained by patch tests that a wide variety of 
articles of colored clothing were responsible for the 
long suffering from localized areas of eczema. The 
most important and interesting of these eczematous 
recurrences were lesions in the neck from the collar 
of an overcoat, on the forehead from the hat band, on 
the legs from the garters, on the feet and ankles from 
socks and shoes, on the feet, legs, hands, arms, face 
and neck from bed clothing, on the hands from auto- 
mobile upholstery, and on the hand and forearms from 


_ the varnish on a mahogany table, the linings of jwo 


suits, his wife’s dresses, and the upholstery of living 
room furniture. Lesions on the face, eyelids and geni- 
tals were shown to result from transference of the 
allergen by the fingers. On one occasion the eyelids 
were so swollen that the eyes could not be opened. By 
exercising great care in avoiding contacts, the recur- 
rences of severe eczema have been avoided. In further 
interesting experiments with this subject, the Boston 
investigators demonstrated that the reaction produced 
was dependent on the dyestuff and not on a combina- 
tion of the coloring substance with protein or some 
other constituent of the fabric. Various classes of 
dyes were tested; all the azo dyes gave pusitive tests 
in this subject, whereas all other types of dyes were 
negative with the exception of three triphenylmethane 
dyes, which were weakly positive. Studies designed to 
determine which portion of the dyestuff molecule was 
responsible for the specific eczematous reactions threw 
suspicion on the diazo linkage ; diazoaminobenzene gave 
a strongly positive test on the patient. It should be 
pointed out that all these positive tests were obtained © 
by the patch method; uniformly negative results were 
obtained when the scratch method of testing was used. 
This serves to illustrate the importance of the patch 
test in diagnosis and treatment and as a means of pre- 
venting contact with new clothing and other materials 
likely to cause trouble. 


1. Bloch, Bruno: The Réle of Idiosyncrasy and Allergy in Derma- 
tology, Arch. Dermat. & Syph. 19: 175 (Feb.) 1929. 


2. Simon, F. A., and Rackemann, F. M.: Contact Eczema Due to 
Clothing, J. A. M. A. 102:127 (Jan. 13) 1934, 
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Recently an illuminating report of fifteen cases of 
eczema due to dyed clothing has served to emphasize 
the difficulties in making an accurate diagnosis of the 
condition, the careful study required in each case, and 
the frequency with which the condition may be encoun- 
tered. All the cases reported from the Danish clinic 
were traced directly to dyes present in articles of cloth- 
ing; in many cases a positive eczematous reaction was 
observed when the patient was tested with dyes of 
relatively simple chemical structure. Aromatic amines 
were particularly effective in producing the reaction. 
It is interesting to note that several patients showed 
reactions to tests with substances of an entirely differ- 
ent chemical nature. These observations would seem to 
suggest that patients who have eczema from dyed cloth- 
ing may have an idiosyncrasy and are particularly easy 
to sensitize. A study of the individual cases serves to 
illustrate the importance of obtaining a thorough his- 
tory in order to determine the origin of the eczema in 
each instance. Furthermore, the observation of this 
rather considerable number of cases within a relatively 
short period adds significance to the importance of 
dyed clothing as an etiologic factor in eczema. 


a 


Current Comment 


SEYDEL ARTHRITIS TREATMENT 
—THE AFTERMATH 

The tempest created by the premature publicity for 
the proprietary product promoted by Seydel through 
the American Chemical Society session in Pittsburgh 
has subsided, leaving behind it a calm atmosphere indi- 
cating that much good was accomplished by the ‘protest 
which THE JoURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION made against the publicity methods. The 
paper of Seydel was read in a closed meeting of the 
American Chemical Society. Dr. Paul Nicholas Leech, 
Director of the Bureau of Foods, Drugs and Physical 
Therapy of the American Medical Association, took 
part in the discussion. Following this discussion a 
statement was issued by Dr. Edward Bartow, president 
of the American Chemical Society, Dr. Thomas Midgley, 
chairman of the board of directors, and Dr. Norris 
Shreve, chairman of the division of medicinal chem- 
istry, jointly with Dr. Leech. This statement said: 

In the discussion it was pointed out that much more work is 
necessary before the product can be considered as of established 
value. Representatives of the American Chemical Society and 
the American Medical Association agreed that the difficulties 


which have ensued in the past will be eliminated in the future 
by closer cooperation. 


In the future, publicity released by the American 
Chemical Society as it affects the recommendation of 
drugs and medicinal products will be suitably con- 
trolled. The American Medical Association has no 
desire to assume responsibility for the subjects to be 
discussed before other organizations. It is, however, 
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definitely the province of the American Medical Asso- 
ciation to see that medicine is not misrepresented by 
the use of the good auspices of any organization to 
undermine the confidence of patients in the medical 
profession or to promote the sale of new products of 
unestablished clinical value. THe JOURNAL commends 
the stand taken by the American Chemical Society in 
the control of its future publicity and readily offers its 
facilities to reputable organizations that seek informa- 
tion on topics definitely within the medical field. . 


REMOVING ADHESIVE TAPE 

The deaths of two football players at Purdue Uni- 
versity and the serious burning of several others as a 
result of the explosion of gasoline focuses attention on 
the correct method of removing adliesive tape. From 
time to time, various recommendations have been made 
as to the easiest methods of performing this task. 
Every one knows that it is painful to turn up one edge 
of the adhesive tape and to jerk it suddenly away*from 
the skin. Furthermore, this will pull out the hair—and 
even remove the skin—and give opportunity for secon- 
dary infection. Gasoline has been recommended in the 
past, as well as ether and various volatile oils. Kero- 
sene has also been employed for removal of adhesive 
tape from the skin. None of these substances meet the 
optimal indications. For some time ethyl: acetate was 
advocated, but it has a definite fire hazard and is irri- 
tating to the eyes, nose and throat. Carbon tetra- 
chloride is known as a standard fire extinguisher. It 
is not inflammable and is frequently used for the 
removal of tape. It constitutes the chief ingredient of 
some of the well known cleaning fluids on the market. 
Recently the Council on Pharmacy and Chemistry has 
voted to accept’ two solvent preparations proposed 
primarily for the removal of adhesive tape from the 
skin. One? of these substances consists of 98 per cent 
dichlormethane and has no fire hazard, since it is non- 
explosive and noninflammable. However, it is similar 
to chloroform in its action and the same precautions 
are necessary as to its inhalation. The other product * 
is a mixture of approximately 60 per cent carbon tetra- 
chloride and 40 per cent naphtha with a small amount 
of oil of sassafras. Such a mixture may burn but will 
not explode under ordinary conditions and in the ordi- 
nary sense is considered to be noninflammable. With 
any of these preparations there may be some danger 
associated with the removing of large quantities of tape 
in small rooms without proper ventilation. This is, 
however, a minor danger and should not be seriously 
disturbing. Certainly it is a far less hazard than the 
use of gasoline anywhere near a source of flame or 
heat. Coaches and trainers of football teams will do 
well to equip training quarters with plenty of modern 
improved solvents so as to eliminate the danger of 
catastrophe such as that which has thrown a somber 
atmosphere about the current football season. 


1. Acceptance awaits receipt of properly revised advertising and labels 
to conform to the Council’s decisions. 

2. Dichlormethane Solvent-Belle, marketed by Belle Alkali Company, 
Charleston, W. Va. 

3. Ohio Carbon Tetrachloride Compound, marketed by Ohio Chemical 
and Manufacturing Company, Cleveland. 
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Medical Economics 


MICHIGAN FILTER SYSTEM 


The Michigan State Medical Society has undertaken to inte- 
grate all its activities so as to assure cooperation and prevent 
overlapping. One phase of the society’s work has become of 
special importance in relation to the operation of two state 
laws. These laws provide for free medical care for “afflicted 
children” and for “crippled children.” The first is an exclusive 
state affair; the second is conducted in cooperation with the 
Federal Social Security Act, which provides about $100,000 
annually as a subsidy from the federal government. 

If financial and medical resources are to be used effectively 
and economically, two preliminary examinations are necessary 
before any assistance is given. The Michigan State Medical 
Society has assisted in the organization of two “filters” to be 
used in the selection of those who are to receive medical care. 
This system has been organized by the Public Relations Com- 
mittee of the Michigan State Medical Society and seventeen 
district counselors. 

Dr. L. Fernald Foster of Bay City, chairman of the Public 
Relations Committee, explains the operation of this system as 
follows: 

A. The County Medical Society appoints in each county of the state: 

1. A Medical Filter: a board of physicians who shall decide on 
each applicant as to 

(a) medical need, 

(b) medical necessity and urgency, 

(c) necessary period of hospitalization and treatment. 

B. The judge of probate appoints, with advice and counsel of the 

county medical society’s representatives, 
1. An Economic Filter: a social servicing agency which shall 
determine: 

(a) whether the patient can pay the existing fee of the pri- 
vate physician, 

(b) whether the parent is temporarily unemployed or a 
worker in the low-wage bracket who can pay the fee of 
the private physician on a “deferred payment plan.” 

(c) whether the parent is one who cannot now or apparently 
at any future time pay anything to his private physician. 

An applicant under the Afflicted and Crippled Child Act should be 
referred first to the economic filter. If he is judged to fall in the 
economic group, he is worthy of consideration by the medical filter, to 
which he should next be referred. If his condition is medically needy or 
urgent, his commitment by the judge of probate should follow. All other 
cases rejected by either filter should return as private patients to the 
physicians of their choice for disposition. 


The economic filter is appointed by the probate judge of each 
county and is composed of laymen. Most of the counties of 
Michigan have a three man board composed of the county 
poor commissioner, superintendent of the poor and perhaps a 
state welfare agent or the probate judge. In some of the 
larger counties the regular social service investigation bureau 
is used. The medical filter is composed of physicians appointed 
by the county medical society. 

After one county medical society in the state had operated 
this form of filter on “afflicted adults” (the responsibility of 
the counties, not the state) sufficiently long for its value to be 
shown, a joint committee of representatives of the Michigan 
State Medical Society, Michigan Hospital Association, the 
Michigan Association of Probate Judges, the State Adminis- 
trative Board, the Crippled Children Commission and the 
Auditor General’s Office met Oct. 30, 1935, in the office of 
the Auditor General and adopted a resolution endorsing the 
“filter” system for crippled and afflicted children, and provid- 
ing for the two committees described. On June 4, 1936, Gov- 
ernor Frank D. Fitzgerald issued an executive order providing : 

“Ir Is ORDERED, that no state money shall be paid for the care and 
treatment of afflicted or crippled children until there has been filed with 
the Judge of Probate a statement by a parent or ‘legal guardian, under 
oath and approved by the Economic Committee, giving fully the cconomic 
condition of the parents or guardians of said children, including the 
details of property owned and income received by all members of the 
family, and such other information as such Economic Committee requires 
—and until there shall have been a physical examination by said Medical 
Committee of said Filter Board, with a report thereof, in plain terms, 
filed with the Judge of Probate. If the Judge of Probate makes an order 
for the medical and/or surgical treatment, bills rendered to the state 
therefor shall be accompanied by certified copies, from the Judge of 
Probate of the county, of both the Economic Committee report and the 
Medical Committee report.” 
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This p'an is now in operation in eighty-two counties in the 
state of Michigan. Michigan would appear to have worked 
out outlines of an experiment that may prove of great value 
in the organization of medical service. It is the first state to 
establish a state-wide method of selection on both economic 
and medical grounds and to separate these so as to give both 
the lay and professional representatives as complete autonomy 
as is possible with close cooperation. It is an experiment 
which may well be studied with interest and profit by medical 
associations throughout the country. 


Association News 


GRANTS FOR RESEARCH 


The Committee on Scientific Research of the American 
Medical Association invites applications for grants of money 
to aid in research on problems bearing more or less directly on 
clinical medicine. Preference is given to requests for moderate 
amounts to meet specific needs. For application forms and 
further information, please address the Committee at 535 North 
Dearborn Street, Chicago. 


Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIV- 
ITIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


ALABAMA 


The Poliomyelitis Situation.—A total of 346 cases of 
infantile paralysis with twenty-five deaths was reported between 
January 1 and September 18, showing an_ increase of eleven 
cases over an earlier total of 335 reported in THE JouRNAt, 
September 19. Jefferson County still leads in incidence with 
seventy-two cases, while Lauderdale County is second with 
forty-eight ; Morgan County, thirty-nine; Colbert, twenty-eight ; 
Franklin, twenty-one, and Cullman, eighteen. 


ARKANSAS 


Personal.— Dr. Melvin E. McCaskill, Little Rock, was 
recently appointed to the state board of. health to succeed the 
late Dr. Wells F. Smith, Little Rock——Dr. Roy E. Schirmer, 
formerly of Little Rock, has been named director of the Mis- 
sissippi County health unit at Blytheville, succeeding Dr. Arthur 
M. Washburn. 

Society News.—A joint meeting of the Southeast Arkansas 
Medical Society and the Fourth Councilor District Medical 
Society was addressed at Monticello, August 17, by Drs. Virgil 
L. Payne, Pine Bluff, on “Ionization Treatment of Hay Fever”; 
Alan G. Cazort, Little Rock, “Desensitization Method of Treat- 
ing Hay Fever,” and John S. Wilson, Monticello, “Report of 
Four Cases of Cholecystitis with Cholecystectomy in Children.” 


COLORADO 


Health at Denver.— Telegraphic reports to the U. S. 
Department of Commerce from eighty-six cities with a total 

population of 37 million, for the week ended September 12, 
indicate that the highest mortality rate (17.2) appears for 
Denver and for the group of cities as a whole, 9.7. The mor- 
tality rate for Denver for the corresponding period last year 
was 13.7 and for the group of cities, 9.7. The annual rate for 
eighty-six cities for the thirty-seven weeks of 1936 was 12.3 
as against a rate of 11.5 for the corresponding period of the 
Caution should be used in the interpretation of 
these weekly figures, as they fluctuate widely. The fact that 
some cities are hospital centers for large areas outside the city 
limits or that they have a large Negro population may tend 
to increase the death rate. 

State Medical Election.—Dr. William T. H. Baker, 
Pueblo, was chosen president-elect of the Colorado State Medi- 
cal Society at the annual meeting September 12, and Dr. Arthur 
J. Markley, Denver, was installed as president. Dr. Albert C, 


07 
6 


1058 MEDICAL NEWS 36 1986 
McClanahan, Delta, was elected vice president. The next Society in Kankakee, September 10, on carcinoma of the cervix. 


annual session of the society will be at the Antlers Hotel, 
Colorado Springs, late in September 1937. Dr. Rosco 
Leland, director, Bureau of Medical Economics, American 
Medical Association, was elected to honorary membership in 
the society at the recent meeting. New by-laws were adopted 
and the house of delegates gave its approval to the proposed 
revision of the constitution, with the recommendation that it 
be adopted without change at the next annual session. Under 
a new plan the board of trustees, composed of nine members, 
includes the president, president-elect, vice president, constitu- 
tional secretary, treasurer, and four additional trustees. With 
this arrangement it will be impossible for more than four 
members of the board of trustees to go off the board any one 
year, and as a rule only three will do so. 


CONNECTICUT 


University News.— Yale University, New Haven, will 
receive $50,000 to erect an addition to the university infirmary 
and $50,000 for its maintenance, in accordance with the will 
of the late Mrs. Grace Witbeck Barrell, Chicago. An endow- 
ment of $75,000 is also established for the university, the income 
to be used to assist three deserving students a year. This 
endowment is created in memory of Mrs. Barrell’s son, John, 
a former student at Yale, who was drowned in 1916, aged 25. 


New Regulations for Wells in New Haven.—The pro- 
posed location of a well, the type of construction and the uses 
to which the water is to be put will henceforth be under the 
supervision of the New Haven Department of Health in accor- 
dance with a recently adopted regulation, effective August 15. 
The regulation provides that, on completion of the construction 
of any well so registered, a final report as to the depth and 
size of the well, pumping facilities and other pertinent infor- 
mation shall be furnished to the department of health within 
ten days after completion. 


IDAHO 


State Medical Meeting and Election.— Dr. Arthur C. 
Jones, Boise, was chosen president-elect of the Idaho State 
Medical Association at its annual meeting, September 4, and 
Dr. Dailey C. Ray, Pocatello, was installed as president. The 
program consisted of a series of lectures by six members of 
the faculty of the University of California School of Medicine, 
San FYancisco, forming a course of graduate instruction with 
no papers by members of the association. The speakers were 
Drs. Curle Latimer Callander, on abdominal surgery, amputa- 
tion and gas gangrene; Langley Porter, pediatric subjects; 
Howard E. Ruggles, x-ray diagnosis; Gordon E. Hein, dis- 
eases of the intestinal tract, infections of the chest, pneumo- 
coniosis and postoperative complications; George K. Rhodes, 
surgery of the large bowel, abdominal injuries in relation to 
industry and treatment of infections; and Chauncey D. Leake, 
Ph.D., pharmacologic subjects. At a meeting to which the 
public was invited, the speakers were Drs. Porter, on “The 
Physician’s Place in the Community”; Leake, “Medicine in 
Art”; Ruggles, ‘The Process of Digestion as Revealed by the 
X-Rays,” and Hein, “Diet.” The annual banquet was held 
Tuesday evening, September 1, with Ralph H. Lutz, Ph.D., 

rofessor of history at Stanford University, as the speaker, on 
‘The European Crisis of 1936.” 


ILLINOIS 


The Prevalence of Syphilis.—Totals of 150,462 cases of 
syphilis and 176,094 of gonorrhea were reported in Illinois 
during the ten years ended with 1935, according to the state 
department of health. During the same period, 1,232,746 births 
were recorded, indicating that about one in every eight or nine 
children is destined to be infected with syphilis at some time 
during life unless the sources of infection are cleared up. In 
1935 a total of 15,628 cases was reported against 12,577 in 
1926, with 12,988 and 19,813 as minimum and maximum figures 
for intermediate years, the department stated. 


Society News.—At a meeting of the Adams County Medi- 
cal Society in Quincy, September 14, Drs. Richard S. Weiss 
and Duff S. Allen, St. Louis, discussed drug eruptions and 
recent developments in surgery of the thyroid, respectively —— 
Dr. Rosco G. Leland, Chicago, addressed the Sangamon County 
Medical Society in Springfield, September 3, on “The Eco- 
nomics and Ethics of Medicine."-——-Dr. Margarete M. H. 
Kunde, Chicago, addressed the Iroquois County Medical Society 
in Watseka, September 24, on endocrine therapy -——Dr. Henry 
Schmitz, Chicago, addressed the Kankakee County Medical 


——Dr. Raymond W. McNealy, Chicago, discussed cancer of 
a a before the Peoria City Medical Society, Septem- 
r 15, 
Chicago 
Gift to Promote Instruction in Psychiatry.—The Rocke- 
feller Foundation has granted to the University of Illinois Col- 
lege of Medicine a fund of $15,000 a year for three years to 
promote undergraduate instruction in psychiatry. The work is 
under the immediate supervision of Dr. Harold Douglas Singer, 
professor and head of the department of psychiatry, and was 
begun September 1. In general, the program involves the exten- 
sion of psychiatric teaching into other departments of medicine, 
particularly that of internal medicine. 


Addition to Surgical Institute for Children.—A three 
story addition to the Surgical Institute for Children, University 
of Illinois College of Medicine, is now under construction. The 
basement will contain an all tile hydrotherapy pool. On the 
first floor there will be a solarium, which will accommodate 
twenty patients at one time for ultraviolet treatments, and a 
gymnasium and apparatus room completely equipped for cor- 
rective exercises. Occupational therapy, recreation, case and 
general duty rooms will occupy the second floor, while the 
third will be given over to a complete laboratory, including 
fume and dark rooms, and two large school rooms with adjust- 
able desks for the children. The present building is under- 
going minor alterations on various floors which will increase 
its capacity about sixty beds, making a total of 144 beds to 
be occupied by indigent crippled children from all parts of the 
state. 


IOWA 


Stream Pollution.—According to the state department of 
health, of the 330 municipalities having sewerage systems 237 
have sewage treatment plants. Only three of sixteen first class 
cities in the state have sewage treatment plants, while 233 out 
of 314, or 74 per cent, of the smaller cities and towns have 
treatment plants. 


Ophthalmology and Otolaryngology Meeting.—At the 
annual meeting of the Iowa Academy of Ophthalmology and 
Otolaryngology in Marshalltown, September 16, the program 
included the following : 

Dr. Rollin W. Wood, Newton, Salivary Calculi. 

Dr. Warren H. Foster, Clinton, Peritonsillar Abscess. 

Dr. Edward C. Nowak, New Hampton, Uveitis Caused by Focal Infec- 


tion, 

Dr. Thomas R. Gittins, Sioux City, Acute Conditions in the Chest 

from the Bronchoscopic Standpoint. 

The program opened with the presentation of cases and con- 
cluded with a symposium on malignant conditions of the ear, 
orbit, nose and throat, presented by Drs. Placidus J. Leinfelder, 
Iowa City, Howard E. Thompson, Dubuque, and Dean M 
Lierle, Iowa City. 


KANSAS 


Medical Exhibit at Jubilee Celebration.—The Sedgwick 
County Medical Society will sponsor an exhibit depicting the 
advancement of medical science, at the Kansas diamond jubilee 
exposition in Wichita, October 7-17. 


Society News. — The Wyandotte County Medical Society 
was addressed, September 1, by Drs. Harry W. King and 
Henry L. Regier, Kansas City, on “Malignancy of the Colon” 
and “Emergency Care Following Accidents” respectively —— 
The Kansas City Rotary Club dedicated its meeting, August 
11, to the medical profession; speakers were Drs. Harry R. 
Wahl, medical education; John F. Hassig, medical ethics; Clif- 
ford C. Nesselrode, medical organizations and their functions ; 
Thomas J. Sims, our medical law; William J. Feehan, basic 
science law, and Clifford J. Mullen, socialized medicine. 


KENTUCKY 


Personal.—Dr. Jesse M. Dishman, Greensburg, health officer 
of Green County, has been appointed health officer of Caldwell 
County to succeed Dr. B. Kirtley Amos, resigned.——Dr. Ernest 
L. Gates, Greenville, has been appointed a member of the state 
board of health. 


Society News.—Dr. Murray L. Rich, Covington, addressed 
the Grant County Medical Society, Williamstown, August 19, 
on pernicious anemia.—— The Jefferson and Fayette county 
medical societies held a joint meeting in Louisville Sep- 
tember 21, with Drs. Fred W. Rankin and Ernest B. Bradley, 
Lexington, as speakers, on “The Evolution of Surgery of the 
Colon and Rectum” and “A Medical Glance at the Past Thirty 
Years” respectively. Dr. Frank W. Pirkey addressed the 
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Louisville Eye and Ear Society, September 10, on “Sympathetic 
Optic Neuritis.’-——At a joint meeting of the medical societies 
of Graves and Fulton counties in Mayfield, August 26, speakers 
were Drs. Henry G. Reynolds, Paducah, on diseases of the 
ear; Edward B. Houston, Murray, diseases of the heart, and 
Earle C. Walter, Mayfield, cancer of the uterus. 


MASSACHUSETTS 


Personal.—Drs. W. Russell and Andrew R. MacAusland 
have been appointed clinical professors of orthopedic surgery 
at Tufts College Medical School, Boston. 

Memorial Presented to Academy.—A series of six panels 
done in oil by Miss Harriet Ellis depicting the doctor from 
1636 to 1936 was presented to the Springfield Academy of 
Medicine at its first meeting of the year, September 15. The 
panels are a memorial to a group of twenty-seven colleagues 
who served Springfield during their lifetime in a particularly 
distinguished manner, according to the New England Journal 
of Medicine. Dr. George L. Schadt, chairman of the medical 
profession’s committee for the observance of the tercentenary 
of Springfield, read a paper entitled “Rewards of Service.” 
The academy was addressed, September 22, by Dr. Vilray P. 
Blair, St. Louis, on “Injuries of the Bones and Soft Tissues 
of the Face.” 


MICHIGAN 


Dr. McCord Heads Bureau of Industrial Hygiene.— 
The Detroit Department of Health recently established a 
bureau of industrial hygiene and occupational disease to coop- 
erate with industry in the elimination of work conditions 
inimical to workers’ health. It will be advisory and educative 
rather than a regulatory or law-enforcing agency. In addition 
to field investigations, laboratory studies have been instituted 
seeking methods for the control of industrial intoxications. 
The department is in charge of Dr. Carey P. McCord as 
director; William H. Carey Jr. as sanitary engineer; W. G. 
Frederick as chief chemist, and Herbert Walworth as engineer 
for field activities. Dr. cCord, formerly of Cincinnati, 
recently directed the establishment of the industrial hygiene 
laboratories of the Chrysler Corporation, Detroit. 


MISSOURI 


Personal. # Dr. Lynn M. Garner, director oi the Miller 
County Health ales ol Tuscumbia, has been appointed to 

a similar position with the Greene County Health Department, 
porcercm alh Dr. John W. Williams Jr., who will become asso- 
ciated with the state department of health. 

Dedication of New Auditorium.—The entire third floor 
of the Receiving Building, Kansas City General Hospital, has 
been set aside for the use of the Jackson County Medical 
Society. The meeting of the society, September 15, was devoted 
to the dedication of the new auditorium, with Dr. Albert Graeme 
Mitchell, B. K. Rachford professor of pediatrics, University 
‘of Cincinnati College of Medicine, Cincinnati, giving the dedi- 
catory address. His subject was “What Now, Physician?” 
Other speakers were Dr. Edwin H. Schorer, director of health 
of Kansas City, and Judge Henry F. McElroy, city manager. 
Dr. Frank R. Teachenor, president of the society, presided at 
the meeting, which was the first in the new quarters. 


NEW YORK 


Society News.—The annual joint meeting of the Syracuse 
Academy of Medicine with the Utica Academy of Medicine 
was held at the Syracuse Yacht and Country Club, September 
17. In the afternoon there was a golf tournament followed 
by a clambake. In the evening Drs. Arthur R. Grant and 
Thomas Wood Clarke, Utica, addressed the meeting on 
“Venoclysis—Uses and Abuses” and “Little Recognized Types 
of Allergy” respectively ——Dr. Gabriel Tucker, Philadelphia, 
addressed the Medical Society of the County of Westchester, 
at Grasslands Hospital, Valhalla, September 15, on bronchos- 
copy in relation to general practice. 


New York City 

Cornell to Cooperate in City Health Center.—Cornell 
University has donated to the city a site on East Sixty-Ninth 
Street between First and York streets near the medical school 
for a health center, which will be used jointly by the city for 
health promotion work and by the school for training of medi- 
cal students, it is report 

Personal.—Dr. Fred H. Albee on a recent trip to South 
America was made an honorary member of medical organiza- 
tions in Brazil, Peru, Chile, Argentina and Ecuador; he was 
elected honorary president of the Brazilian Society of Ortho- 
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pedic Surgery and Traumatology and appointed a member of 
the faculty of medicine and surgery of the University of Chile. 
—-Dr. Stanley L. Wang read a paper on quartz light therapy 
at the Third International Congress for Study of Light held 
in Wiesbaden, Germany, September 1-7. 

William Hallock Park Laboratory to Be Dedicated.— 
The new public health laboratory of the New York City Depart- 
ment of Health, named in honor of Dr. William Hallock Park, 
founder and director emeritus of the laboratory, will be dedi- 
cated October 6. Speakers at the ceremony will be Drs. Thomas 
Parran Jr., surgeon general, U. S. Public Health Service; 
Charles Gordon Heyd, Vice President, American Medical Asso- 
ciation; George W. McCoy, director, National Institute of 
Health, Washington, D. C.; Augustus B. Wadsworth, director, 
state laboratory, Albany; Anna W. Williams, for many years 
assistant to Dr. Park; Charles-Edward Amory Winslow, 
Dr.P.H., New Haven, Conn., and Mayor La Guardia. 


Lectures on Dental Medicine.— Mount Sinai Hospital 
announces a course of lectures on dental medicine: for the 
coming year. Following are the speakers and subjects: 

Dr. Charles K. Friedberg, October 8, What Part Does Dental Infection 

lay in Systemic Disease? 

Dr. Isidore Friesner, November 12, Dental*Infection and Its Relation 

to Otology. 

Dr. Abraham Hyman, December 10, Focal Infection and Its Relation 

to Urologic Diseases. 

Dr. Joseph Harkavy, January 14, Allergy in Relationship to the Teeth 

Dr. Ira Coh 

Treatment. 

Dr. Robert K. Lippmann, 

Focal Infection. 
Dr. Isadore Goldstein, April 8, Dental Infection and Its Relationship 
to Diseases of the Eye e. 

Medical Exhibits for the 1939 Fair.— Plans for the 
health and medical exhibits at the New York World’s Fair of 
1939 have been announced by Grover Whalen, president of the 
fair corporation. Louis I. Dublin, Ph.D., is chairman of a com- 
mittee to arrange the exhibits; Dr. James R. Reuling Jr. 
Bayside, N. Y., vice chairman, and Homer N. Calver, former 
secretary of the American Public Health Association, secretary. 
Other members of the committee are Drs. Victor G. Heiser, 
George Baehr, John L. Rice and Sigismund S. Goldwater. 
The major objectives of the committee are: a coordinated health 
and medical exhibit to be the nucleus of a permanent museum 
of health and hygiene; a model health village ; educational work 
through protective devices and services for visitors throughout 
the fair; provision for a permanent health center, and censor- 
ship of medical and other products sold or promoted on a 
health basis. 


Symposium on Dysentery.—The department of medicine, 
New York Postgraduate Medical School and Hospital, offers 
a symposium on dysentery, September 26, concluding a course 
on gastro-enterology which it has sponsored during September. 
The symposium is planned to include two general divisions: 
dysentery as a. public health problem and practical clinical 
aspects of dysentery. Discussing the first division will be 
Dr. Samuel Frant, epidemiologist, state department of health; 
Dr. Hollis S. Ingraham, district state health officer of New 
York; Dr. George W. McCoy, director, National Institute of 
Health, Washington, D. C., and Lewis V. Carpenter, associate 
professor of sanitary engineering, College of Engineering of 
New York University. Dr. John L. Rice, city health commis- 
sioner, is chairman. With Dr. Walter G. Lough, executive 
officer of the department of medicine, as chairman, speakers 
treating the second division will be Drs. Ralph S. Muckenfuss, 
acting director, bureau of laboratories, city department of 
health; Francis W. O’Connor, associate professor of medicine, 
Columbia University College of Physicians and Surgeons, and 
Ward J. MacNeal, professor of pathology and _ bacteriology, 
Zacharias Bercovitz, instructor in medicine, Adolph G 
DeSanctis, professor of clinical pediatrics, and Rupert Franklin 
Carter, associate professor of surgery, all of New York Post- 
Graduate Medical School of Columbia University. 


OHIO 


Society News.—The Summit County Medical Society held 
a joint meeting with the Akron Bar Association in Akron 
September 8, with Dr. Walter G. Stern, Cleveland, and Wil- 
liam L. Hart, LL.D., lecturer of international law and political 
science, Mount Union College, Alliance, as speakers on “The 
Lawyer in Court” and “The Doctor in Court” respectively. 
——Drs. Ludwig F. Derfus and La Verne C. Ziegler, Salem, 
will address the Columbiana County Medical Society, East 
Palestine, October 13, on “Undulant Fever” and “Common 


, February 11, Trigeminal Neuralgia, Diagnosis and 


March 11, Relationship of Arthritis to 
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Colds” respectively. —— Dr. Chester D. Christie, Cleveland, 
addressed the Geauga County Medical Society, Chardon, July 
29, on glands of internal secretion. 


OREGON 


State Medical Meeting at The Dalles.—The sixty-second 
annual meeting of the Oregon State Medical Society will be 
held at The Dalles October 8-10. The guest speakers on the 
program will 

Dr. Clifferd D. — Oakland, Calif.: The Child as a Patient; 

Diagnosis and Treatment of U pper Respiratory Tract Infections in 
Children; Acute Surgical Condition€ of the Abdomen in Children 
Dr. Claude E. Dolm man, Vancouver, B. C., Diagnosis and Trosienent 
of Localized Staphylococcal Infections; Diagnosis and Treatment of 
Generalized Staphylococcal Infections; Principles and Practice of 
rum Therapy. 

Joseph T. Tamura, Ph.D., Cincinnati, Cultivation of 

and Clinical Studies with Lymphogranuloma Inguinale 

Dr. Olin West, Chicage, Secretary and General ‘Manager of 
the American Medical Association, will make the principal 
address at the annual banquet. The following Oregon physi- 
cians, all of Portland, are listed on the preliminary program: 

Dr. Otis F. Akin, Treatment of Fractures of the Neck of the Femur. 

Dr. Richard F. Berg, Pathology of the Knee Joint. 

Dr. Edmund H. Berger, Kidney Function in Alkalosis. 

Dr. James Marr Bisaillon, Pneumonia. 

Dr. Harry C. Blair, Common Disorders of the Fee 

Dr. Isidor C. Brill, Treatment of Auricular Fibrillation. 

Dr. Louis P. Gambee, Infections of the Hand. 


Dr. — Johnson, A New Ureteral Stone Snare. 
Dr. George N. Pease, Surgical Anesthesia. 
Dr. W itlta am M. Witece, Etiology, Pathology and Treatment of Func- 


tional Uterine Bleedi 
Dr. Francis B. Zener, a More Effective Method of Treatment of 
Trichomonas Vaginalis Infection in Women. 


. PENNSYLVANIA 


Society News.—Dr. William Wayne Babcock, Philadelphia, 
addressed the Lawrence County Medical Society, September 23. 
—Dr. Francis M. Pugliese, Wilkes-Barre, addressed the 
Northampton County Medical Society, September 18, on 
“Management of Obstructive Jaundice.” 


State Medical Meeting at Pittsburgh.—The eighty-sixth 
annual meeting of the Medical Society of the State of Penn- 
sylvania will be held in Pittsburgh October 5-8 at the Hotel 
William Penn. General sessions will be held in the mornings 
and section meetings in the afternoons. Guest speakers will be: 

Dr. William S. McCann, Rochester, N. Y., Silicosis—Determination 

of Disability with Reference to Workmen’s Compensation. 

Dr. Sumner . Koch, Chicago, Infections of the Hand. 

Dr. Elliott P. Joslin, Boston, Diabetes (in symposium). 


Dr. Leslie N. Gay, Baltimore, Treatment of Asthma Based on Etiologic 
actors. 


Dr. George W. Crile, Cleveland, Genesis and Surgical Treatment of 
Essential Hypertension. 

Dr. Frederic W. Bancroft, New York, Inguinal Hernia. 

Dr. Henry P. Wagener, ‘Rochester, Minn., Clinical Interpretation of 
Vascular Lesions in the Retina in Hypertensive Disease 

Dr. Albert C. Furstenberg, Ann Arbor, Mich., Acute Infections of the 
Mouth, Pharynx and Cervical Region. 


Dr. Roy Graham Hoskins, Boston, Present Status of Endocrinology in 
Its Relation to the Child. 

Dr. Harold N. Cole, Cleveland, Venereal Disease, with Particular 
Reference to Granuloma Inguinale and Lymphogranuloma Inguinale. 

Dr. Gershom J. Thompson, Rochester, Minn., Prostatic Resection. 


Pittsburgh 

Obstetric and Pediatric Institutes.—The first of a series 
of institutes on obstetrics sponsored by the state department 
of health and the Medical Society of the State of Pennsylvania 
as a part of the health program of the Social Security Act 
was held at Magee Hospital, September 16. Drs. Howard A. 
Power, Charles E. Ziegler and William Paul Dodds of the 
University of Pittsburgh School of Medicine delivered the lec- 
tures... Similar institutes on pediatrics will be presented by 
Drs. Harold H. Finlay, Wilkinsburg, Henry T. Price and 
David Hartin Boyd. 


SOUTH CAROLINA 


Graduate Assembly at Anderson.— The second annual 
clinical assembly presented by the Anderson County Medical 
Society was held at the Anderson County Hospital, September 
8-10. The first day was devoted to lectures on diseases of 
the kidney by Drs. Kenneth M. Lynch and Joseph H. Cannon, 
Charleston, and James E. Paullin, Atlanta, Ga. Wednesday 
there was a joint meeting with the South Carolina division of 
the Southeastern Surgical Congress with the following speak- 
ers: Drs. Edgar G. Ballenger, Atlanta, on “Office Treatment in 
Genito-Urinary Diseases’ ; Joseph D. Guess, Greenville, “Office 
Practice in Gynecology”; Robert E. Abell, Chester, “Office 
Treatment in Traumatic Surgery,” and Joseph M. Feder, 
Anderson, “Biopsies.” Speakers the last day were Drs. Joseph 
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I. Waring, Charleston, on infant feeding; Robert W. Ball, 
Columbia, who showed a motion picture on county health work, 
and Richard M. Pollitzer, Greenville, “Pediatric Gleanings.” 
A banquet was held at the John C. Calhoun Hotel Wednesday 
evening with Drs. Ballenger and Frank K. Boland, Atlanta, 
as speakers on “Early Recognition of Urologic Diseases” and 
“Liver Abscess” respectively. Dr. Edgar A. Hines, Seneca, 
is president of the assembly; Dr. Jack D. Parker, Greenville, 
vice president, and Dr. Archer L. Smethers, Anderson, secretary. 


UTAH 


State Medical Meeting and Election.—Dr. Menzies J. 
MacFarlane, Cedar City, was chosen president-elect of the 
Utah State Medical Association at the annual meeting Sep- 
tember 3-6 in Salt Lake City. Dr. George Curtis, Salt 
Lake City, was elected president to take office immediately 
because of the resignation of Dr. Louis E. Viko. Vice presi- 
dents elected were Drs. Lewis W. Oaks, Provo; John G. 
McQuarrie, Richfield, and Dr. William T. Ward, "Salt Lake 
City. Dr. Frank M. McHugh, Salt Lake City, was elected 
Guest speakers were: 

John J.. Upham, Columbus, Ohio, President- matte American 
chal The Changing Times in Medic 
Dr. Hamilton H. Tyndale, New York: Present ucwlaied “of Anterior 
Pituitary Gonad Functions; Gonadotropic Hormones from Blood and 
Urine with Clinical Applications. 
Dr. Clifford D. Sweet, Oakland, Calif.: Dia 


osis and Treatment of 
pper Infections in Children; 


he Child as a Patient. 


Dr. se s M. Blumenfeld, Salt Lake City: Surgical Anatomy of the 

Dre Isidor S. Ravdin, Philadelphia: Terminal Ileitis; The “Bad Risk” 
Thyroid Patient. 

Dr. Walter C. Alvar rez, Rochester, Minn.: Helpful Hints in the 


Diagnosis of Gastro-Intestinal Disease; Food Sensitiveness. 

Dr. Otto Jason Dixon, Kansas City: Etiology and Treatment of 

on of the Skull; Major — lications of Mastoid Disease. 

Dr. Karl A. Menninger, Topeka, n., Psychiatry in Relation to the 

eon Practice of Medicine; Alcohol Addiction as a Psychiatric 
Syndrome. 

Dr. Leo Eloesser, San Francisco, Sources and Treatment of Bleeding 

from the Lungs; Cancer of the Lun 

Dr. Fred H. Albee, New York. Reames Advances in Treatment of 

Fracture of the Neck of the Femur; Resection of Bone Sarcoma with 
Bone Graft Replacement (motion picture) ; Treatment of Osteomye- 
litis and Blood Infections with Bacteriophage. 

Dr. William F. Braasch, Rochester, Minn., Recent Advances in Treat- 

ment of Urinary Infections. 

At a public meeting Thursday evening Dr. Alvarez spoke on 
“Popular Fads in Diet” and Dr. Menninger on “Various Forms 
of Disguised Aggressiveness in Children.” Dr. Alvarez also 
addressed the Woman’s Auxiliary on “Why Some Women Are 
Nervous.” 


VIRGINIA 


Bureau of Industrial Hygiene.—The state department of 
health established a bureau of industrial hygiene July 1 with 
Dr. William D. Tillson, Richmond, in charge. The new bureau, 
financed by social security funds, will first survey the scope 
and nature of industrial problems in the state and will make 
its services available to industries that wish information as to 
actual hazards to which their employees are exposed. 

Society News.—The Southside Virginia Medical Associa- 
tion held its quarterly meeting in Burkeville, September 8, with 
the following speakers: Drs. Rudolph C. Thomason, Richmond, 
on “Gonorrheal Conjunctivitis”; Prosser Harrison Picot, Rich- 
mond, “The Climacteric”; Walter L. Nalls, Richmond, “Effect 
of Irritant Gases on the Lungs”; Marshall P. Gordon Jr., 
Richmond, “Tuberculosis of the Kidneys,” and John A. Prof- 
fitt, Burkeville, “Tuberculosis in the Negro Race.” 


Personal.—Dr. Jack B. Porterfield, Christiansburg, has been 
appointed health officer of the peninsula district, to succeed 
Dr. George E. Waters, Williamsburg, resigned. Dr. Sheldon 
D. Carey, recently at Abingdon, has been named to succeed 
Dr. Porterfield as health officer of Montgomery County.—— 
Dr. Arthur H. Perkins, since 1928 assistant superintendent of 
the Waterbury (Conn.) Hospital, has been appointed medical 
director of the Norfolk General Hospital, a newly created 
position. 


WASHINGTON 


State Medical Election.—Dr. J. Reid Morrison, Belling- 
ham, was named president-elect of the Washington State Medi- 
cal Association at the annual meeting in Yakima, August 31- 
September 2. Dr. Arthur C. Crookall, Seattle, was installed 
as president and Dr. Vernon W. Spickard, Seattle, reelected 
secretary-treasurer. Next year’s meeting will be in Seattle. 

Personal.— Dr. Eugene B. Potter, associate professor of 
surgery, University of Michigan Medical School, Ann Arbor, 
has been appointed chief of a service in general surgery at the 
Virginia Mason Hospital, Seattle. Dr. Joel Baker will continue 
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as chief of another service in general surgery. Dr. Potter 
graduated from Michigan in 1925 and began his service in the 
department of surgery at that time. In 1930 he was made 
assistant professor and in 1934 associate professor. 


WISCONSIN 


New Officers of State Board.—Dr. Charles W. Giesen, 
Superior, was elected president of the Wisconsin State Board 
of Medical Examiners at a meeting at Madison, September 8. 
Dr. Henry J. Gramling, Milwaukee, was elected secretary. 

Dr. Cantwell Honored. —Dr. William H. Cantwell, Sha- 
wano, was guest of honor at a reception given by his com- 
munity, August 30, celebrating his long years of practice. 
-Dr. Cantwell was graduated from Rush Medical College, Chi- 
cago, in 1887 and has spent his life in Shawano and Shawano 
County. *Two of his sons are physicians, Drs. Roger C. and 
Arthur A. Cantwell, Shawano, and one a veterinarian, W. H. 
Cantwell Jr. He has been postmaster and health commissioner 
of Shawano. The speakers at the celebration included Mayor 
Harry Meyer, Dr. Lyndle W. Peterson, president of the Sha- 
wano County Medical Society, Attorney M. J. Wallrich and 
Circuit Judge Edgar V. Werner. Dr. Cantwell is 78 years old. 


Public Health Position Open.—The state bureau of per- 
sonnel announces an examination for appointment under the 
state civil service of a supervisor of public health service at 

a month. The duties of the appointee will be to coordi- 
nate local public, private and professional agencies with the 
public health activities of the state board of health, with special 
reference to either goiter or venereal disease prevention. The 
minimum requirements include: training equivalent to that 
represented by graduation from a medical school of recognized 
standing; additional training in public health; a license to 
practice in Wisconsin; at least three years’ practice of medi- 
cine desirable, part in the field of public health; thorough 
knowledge of modern scientific medicine with special reference 
to goiter or venereal disease or both; physicians between the 
ages of 30 and 40 are preferred; continuation of the work 
after June 30, 1937, is dependent on availability of funds under 
the social security act. Citizenship in the United States and 
residence of one year in Wisconsin are required. Application 
blanks may be obtained from the bureau of personnel, state 
capitol, Madison. The closing date for filing is September 28. 


HAWAII 


Society News.—Dr. Oswald Swinney Lowsley, New York, 
addressed the medical corps of the army and navy and the 
Honolulu County Medical Society, September 8, on new devel- 
opments in renal and prostatic surgery; he also conducted an 
operative clinic at Queens Hospital, Honolulu, September 10. 


. GENERAL 


Droughts in the United States.—According to a recent 
statement by the U. S. Department of Agriculture, for about 
sixty years previous to 1930, when the present dry phase began, 
there had been a number of transitory droughts, and one per- 
sistent drought (1886-1895). In the present drought there have 
been three extremely dry years, 1930, 1934 and 1936. The few 
available precipitation records, covering 100 years or more, 
indicate that a general dry phase was noted in the thirties of 
the last century, about 100 years ago. * The principal wet 
phase of the United States climate in “the last century was 
from about 1865 to 1885, with a secondary maximum during 
the first two decades of the present century, though several 
transitory droughts were interspersed. Two basic principles 
are involved in rain production: getting moisture into the air 
through evaporation and getting it out again through conden- 
sation in the form of cloud and rain drops. The only way to 
produce rain in appreciable amounts is by cooling the air con- 
taining the invisible vapor of water. Enough is known of 
climatic conditions to make ridiculous any suggestion that man 
can basically change the order of such things. 


Accidents Fatal to Children.—Twice as many children 
died in 1930 as a result of accidents as died of measles, scarlet 
fever and diphtheria, the U. S. Public Health Service reports 
in a study recently published. Fatal accidents from all causes 
claimed the lives of 22,044 children under 15 years of age and 
the three diseases, 10,629. The type of accident changes with 
age, the investigators found. For infants under 1 year old, 
mechanical suffocation ranked first; for children of 1 and 2, 
burns caused most deaths. At 3 burns and automobile acci- 
dents were about equal. From 4 to 14 automobile accidents 
held first place; the rate in the group 5-9 years of age was 
almost twice that for the group 10-14. The statisticians studied 
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especially the death rate with respect to geographic regions, 
dividing the United States into four divisions. The rates were: 
Northeastern, 17.4 per hundred thousand children; Western, 
16.1; North Central, 14.8, and Southeastern, 9.1. Calculated 
by the number of deaths under 15 years of age per hundred 
thousand registered automobiles, the percentage changed as 
follows: Northeastern, 24.4; Southeastern, 22.1; North Cen- 
tral, 16.4, and Western, 13.5. Another calculation was made 
of the rate per 50 million gallons of gasoline consumed, giving 
the following rates: Northeastern, 20.5; Southeastern, 18.8; 
North Central, 15.8, and Western, 12.1 

Permit to Enter Canada Required of Certain Physi- 
cians.—A physician resident in the United States, unless he 
is a citizen of Canada, cannot lawfully enter Canada for the 
purpose of working there as an officer or employee of a hos- 
pital or other institution unless his entry into that country has 
first been authorized by the Minister of Immigration and 
Colonization. Such physicians are, under the laws of Canada, 
within the scope of the term “contract laborers.” They there- 
fore cannot enter Canada to work there unless they first show 
to the satisfaction of the Minister of Immigration and Coloni- 
zation that their services are required in Canada. A physician 
desiring to enter Canada for service in a Canadian hospital 
should make timely application to the Minister of Immigration 
and Colonization, at Ottawa, submitting evidence that he 
is a citizen of the United States; (2) is a graduate of a medical 
school recognized by the licensing authorities in the jurisdic- 
tion in which he desires to serve; (3) purposes to proceed to 
a definite position in Canada, where suitable arrangements have 
already been made for his care and maintenance during the 
term of his service, and (4) desires to enter Canada for a 
temporary stay and not for the purpose of making his perma- 
nent home there. The applicant should indicate the place 
through which he desires to enter Canada and the approximate 
date of his proposed entry. Application should be filed far 
enough in advance to make it possible for him to receive some 
assurance that the evidence that he has submitted has been 
accepted by the Minister of Immigration and Colonization and 
to permit the Department of Immigration and Colonization to 
authorize its officers at the prospective point of entry to permit 
the applicant to enter. A physician who fails to comply with 
the requirements of the Canadian laws will be denied entry 
when he presents himself at any point of entry into Canada. 
The possibility of such embarrassment should be avoided by 
obtaining in advance a permit to enter. 


Government Services 


Centennial Anniversary of Army Medical 
Library 

The one hundredth anniversary of the founding of the Army 
Medical Library, Washington, D. C., will be observed Novem- 
ber 16. The ceremonies will be held in the library building. 
The library grew from a small collection of books in the office 
of Surg. Gen. Joseph Lovell in 1836 to 941,181 volumes in 
1936. The library owns 450 of the known medical incunabula, 
numbering about 600, many of them first editions. Of some 
works, it has the only known copy. Of rare books published 
after 1500 its collection is one of the best and it possesses 150 
early medical manuscripts of great value. The oldest publica- 
tion it has is Johannes Gerson’s De pollutione nocturna, printed 
in Cologne in 1467. 


New Head of Pharmacologic Division, Food and 
Drug Administration 

Herbert O. Calvery, Ph.D., senior pharmacologist in the 
U. S. Food and Drug Administration, has been appointed chief 
of the division of pharmacology to succeed Dr. Erwin E. Nelson, 
who returns to the University of Michigan October 1 as pro- 
fessor of pharmacology. Dr. Nelson has been on leave from 
the university since January 1935 for the purpose of organizing 
the division. Dr. Calvery received his doctorate at the Uni- 
versity of Illinois in 1924 and was assistant professor of phy- 
siologic chemistry at the University of Louisville and later 
instructor in physiologic chemistry at Johns Hopkins Univer- 
sity School of Medicine. From 1927 until his appointment in 
the food and drug administration in June 1935 he was assistant 
professor of physiologic chemistry at the University of Michi- 
gan. He has been in charge of biochemical work in the divi- 
sion of pharmacology. 
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Foreign Letters 


LONDON 
(From Our Regular Correspondent) 
Aug. 8, 1936. 
Sir Henry Wellcome 


The passing of Sir Henry Wellcome at the age of 82 removes 
an American who had made his home in this country and was 
not only a great but a unique figure in the medical world. 
Born in Wisconsin, he took part as a youth in the great Sioux 
war in Minnesota, where more than 1,000 white persons were 
massacred. He studied chemistry and pharmacy in Chicago 
and Philadelphia. He visited South America and studied the 
cinchona forests, publishing his observations in scientific journals. 
He was attracted to London as an ideal manufacturing and 
distributing center for chemical industries and established there 
in 1880, in conjunction with the late S. M. Burroughs, the firm 
of Burroughs, Wellcome & Co., as manufacturers of fine 
chemicals, alkaloids and pharmaceutical products. The business 
grew with extraordinary rapidity, and offices and warehouses 
were established all over the world. For many years Sir Henry 
Wellcome showed great interest in scientific research, to which 
he became a munificent donor. In 1894 he founded the Well- 
come Physiological Research Laboratories. He was a great 
collector of relics, books and data in connection with primitive 
customs and ancient methods of medical treatment. He 
organized the Historical Medical Museum, which was opened 
in London in 1913 at the time of the International Medical 
Congress. The most extensive of its kind in the world, it 
contains exhibits illustrating the development of medicine, 
chemistry and the allied sciences from primeval times. It has 
an extensive library of rare manuscripts and printed books. 
Its purpose is educational and it is of great value to students 
and research workers. In 1913 Sir Henry Wellcome founded 
in London the Bureau of Scientific Research to coordinate the 
work of his separate research institutions as well as to under- 
take original investigations in tropical medicine, hygiene, 
sanitation and parasitology. The bureau places its records, 
equipment and experience gratuitously at the disposal of physi- 
cians, sanitary administrators and others interested in tropical 
medicine and hygiene. Associated with it is the Museum of 
Medical Science, illustrating for students and other visitors the 
subjects in a graphic and readily accessible manner. Another 
research institution associated with the bureau is the Entomo- 
logical Field Laboratories at Esher, Surrey. In 1931 was 
founded the Wellcome Research Institution to embrace the 
various research laboratories and museums founded by him and 
to provide for their extensive developments. All the labora- 
tories and museums are conducted by a director separately from 
the business of Burroughs, Wellcome & Co., and, although much 
scientific work is done for the firm, their main activities are 
original research, which is published in the usual manner. In 
1900 he established the Wellcome Tropical Research Labora- 
tories at Khartoum. Here many important investigations into 
the endemic diseases of tropical Africa have been conducted. 
In connection with the Association of Military Surgeons of 
the United States he founded an annual competition for essays 
on medicomilitary subjects. This list by no means exhausts 
his benefactions. Many honors were conferred on him—LL.D., 
D.Sc., F.R.C.S., and last of all F.R.S., which he valued much. 
His life story might be called a romance of business and science. 


Radium Necrosis of the Cornea 


At the recent ophthalmologic congress, in London, Mrs. 
Philippa Martin, F.R.C.S., read a paper showing the danger 
of applying radium near the eye. She has found that necrosis 
of the cornea may occur in any case in which intensive irradia- 


tion is used in the treatment of adjacent malignant disease. 
The time of onset depends on the intensity of irradiation. The 
reaction is much more severe and early after repeated irradia- 
tion or in the presence of sepsis, particularly if intensified by 
intervention, in the form either of surgery of access or of 
preliminary operation. 

The earliest sign of damage to the cornea is diminution of 
sensibility. Blinking in response to the touch of light absorbent 
cotton is slower than in the normal eye. This sign appears 
within a few weeks of irradiation and may persist for months, 
but even then normal sensibility may be restored. On the 
other hand, diminution of the corneal reflex to light touch may 
be the first indication that radium necrosis will follow. 

After a few weeks or months the cornea may lose its polish. 
As a rule this occurs at the center, but when the irradiation 
has been from the side the effect may be confined to the corre- 
sponding sector. The loss of polish is followed in a few 
hours by a small superficial ulcer, which spreads slowly. Small 
areas of ulceration appear in the cornea where the superficial 
layer has been thrown off. At this stage the condition may 
be arrested or the areas may coalesce until there is a large 
superficial ulcer, which may involve the whole cornea except 
a narrow rim at the periphery. Alternatively the main 
ulcer may extend by stripping up the epithelium. Within a 
few days the epithelium splits and the edges of the split are 
lifted. When the ulcer has been present for some time its 
edges are undermined for about 5 mm. The base is smooth. 

At this stage pain is not marked, but it is more severe when 
there is punctate infiltration, indicating a mild infection. If a 
mydriatic and bandage are used the eye may remain comfortable 
and the lesion stationary for months. Under these conditions 
the eye appears resistant to infection. After some months a 
few points of yellow exudate may appear in the base of the 
ulcer, and punctate infiltration, with some deep striation, may 
also be observed. Infection may also be indicated by a mild 
iritis which yields readily to treatment. Occasionally perfora- 
tion occurs, but even then infection of the whole eye is slow 
to develop. The perforation has been seen to heal, and if this 
takes place within a reasonable time some sight may be 
preserved. 

Healing will occur provided the reparative powers of the 
cornea have not been destroyed. Repair may not begin for 
months and always is slow. When an intensive irradiation near 
the eye is proposed it is wise to sew the lids together, but in 
less intense cases strapping is sufficient. As the normal con- 
junctival reaction to irradiation is chemosis, which may be 
sufficient to hold the lids apart, closure of the palpebral fissure 
is the only way to prevent damage to the cornea through 
exposure. If irrigation of the eye is necessary, physiologic 
solution of sodium chloride should be used. Zinc lotion espe- 
cially may give rise to secondary irradiations. During the 
stage of radium reaction in the skin and conjunctiva, a sensa- 
tion of pricking and burning is normal, but watch must be 
kept for pain, which suggests involvement of the iris, either 
a simple swelling (“iris reaction”) or irradiation iritis. In 
the former, pain is slight; in the latter, severe. If the patient 
complains of pain, a mydriatic should be used and the effect 
on the pain noted. In all cases of massive irradiation the pupil 
must be dilated with a mydriatic beforehand and its size noted. 
After treatinent the iris can be examined when the stitch which 
holds the lids together has been removed. The degree to which 
the pupil then dilates under the same mydriatic is an index of 
the presence or absence of an “iris reaction.” Probably irradia- 
tion iritis is always followed by radium necrosis of the cornea 
and also by “iris reaction,” but in less degree. 

Usually an interval of a few weeks occurs before any involve- 
ment of the cornea. The first sign is reddening of the eye, 
probably with some pain. All such cases are worth staining to 
detect commencing desquamation, as healing may take place 
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under palliative treatment. If, in spite of this, radium necrosis 
spreads, tarsorrhaphy must be done. If perforation occurs, the 
eye can safely be kept for a few weeks to give the perforation 
a chance of healing. 


Provisions for Medical Research 


The Medical Research Council has instituted a new scheme 
of research to encourage young graduates of special ability to 
undertake research work. Six postgraduate studentships are 
offered to graduates who have already held house appointments 
and are strongly inclined to a career in clinical science or 
experimental pathology. Each student will receive a grant at 
the rate of $1,000 a year for a period not exceeding twelve 
months, for personal maintenance while undertaking approved 
courses Of study such as may be regarded as best calculated 
to advance his training in methods of research. This may be 
undertaken under recognized teachers, but it must not include 
studies to enable him to pass further examinations. The council 
is also offering four research fellowships for candidates of 
similar qualifications who have already had experience in 
research work. Each fellowship will be tenable for one year 
at the value of $1,250 and will be renewable in approved 
instances at the rate of $1,500 for a second year. These fellow- 
ships are intended as probationary appointments for research 
in clinical science or experimental pathology under suitable 


direction. Research expenses will be provided in addition to 
the stipend. 
PARIS 
(From Our Regular Correspondent) 


Aug. 15, 1936. 
An Experimental Study of Pulmonary Embolism 

The experimental production of pulmonary ‘embolism was 
the subject of a series of communications presented at the 
May 22 meeting of the Société médicale des hopitaux of Paris 
by Villaret, Justin-Besangon, Pardin and Delarue. The object 
of their research was to determine why a clot in a pulmonary 
artery can cause death in the majority of cases. The authors 
maintain that the arterial occlusion and insufficiency of the 
pulmonary circulation are too frequently cited as explaining 
the fatal outcome. Clinically, it has been learned that a large 
artery can be obstructed by a clot, yet death does not occur 
immediately, as shown by the fact that an operation, as sug- 
gested by Trendelenburg, can still be performed to remove the 
clot. On the other hand, sudden death follows blocking by a 
relatively small clot and resultant interference of circulation of 
only a small pulmonary area. During lobectomy or pneumec- 
tomy, ligation of a single branch or all the branches of a pul- 
monary artery is unavoidable, yet no asphyxia results. How 
does a pulmonary embolism act? Two answers can be given 
to such a question: (1) Either the embolism acts directly on 
the respiratory and circulatory functions of the lung or (2) the 
acute block starts up a series of general phenomena of a reflex 
character. An extensive study by the authors, presented in 
1935 in the Annales de médecine, showed that both these 
answers are correct but that each includes only a portion of the 
rea! underlying factors. In order to establish major forms of 
embolism, i. e., blocking of large arteries, the authors employed 
pearls of enamel (without lead), which were introduced into 
the external jugular vein of dogs. The pearls varied in 
diameter from 2 to 8 mm. according to the size of the respective 
vein. Equally good results followed the use of a watery sus- 
pension of mucilaginous seeds, which swell and thus block the 
pulmonary artery. To block smaller arteries, finely powdered 
pumice stone was used, The experimental results varied accord- 
ing to the size of the foreign body that was employed. Massive 
obliteration of pulmonary arteries is tollowed by slight dyspnea 
or none at all, although a typical triangular infarct ensued. 
The dog continued to live for several days or even weeks, 


cicatrization of the infarct. 
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Following the introduction of minimal amounts of finely 
powdered pumice stone, the death of the animal occurred in a 
few minutes. It was evident that large emboli did not cause 
death but that the animal died when pulmonary arterioles were 
blocked. Sudden death therefore is not due to an obstruction 
of the pulmonary circulation but is the result of a reflex through 
the action of the embolizing particles acting on the nerve 
terminations in the arterioles and not of the arteries or capil- 
laries. The neurovegetative modifications can thus play an 
important part in the anatomic and physiologic changes that 
follow an embolism. 

The histologic changes of hemorrhagic infarction were studied 
from the instant they took place to their end stage o complete 
The hemorrhagic | infiltration of 
the pulmonary parenchyma is above all the result of a sudden 
dilatation of the Capillaries in a limited area. This is soon 
accompanied by a considerable thickening (from three to four 
fold) of the interalveolar septums, an edematous exudate and 
intra-alveolar hemorrhage. This is the histologic picture in 
animals killed immediately after the experimental embolism. At 
the end of fifteen minutes one can already observe foci of 
infarction. One hour after introduction of the foreign bodies 
into the jugular vein there is a regression of the congestive 
phenomena and accentuation of the infarct pictures, which 
assumes a typical appearance at the end of from twenty-four 
to forty-eight hours, becoming even more so on the seventh, 
tenth and twentieth days. The lesions begin to show definite 
regression after the third week, and complete healing (cicatriza- 
tion) is noted from thirty to ninety days following the 
experiment. 

The authors’ theory as to the pathogenesis of pulmonary 
embolism as revealed by their histologic studies was confirmed 
by unilateral section of the trunk of the cervical sympathetic, 
which showed that following such an operation the early pul- 
monary lesions were quite similar to those observed in post- 
embolic hemorrhagic infarct at the corresponding period of 
development. 

Also the influence of certain pharmacodynamic preparations 
on the prevention of death following experimental embolism was 
studied. Although division of the vagosympathetic trunk is 
without immediate effect in dogs, division of the vagi in rabbits 
necessitates an increase in the amount of powdered pumice stone 
required to produce death from embolism. On the other hand, a 
smaller fatal dose is needed in rabbits if both sympathetic trunks 
are divided. In dogs to which chloral has been given, although 
death does not occur after experimental embolism for five 
minutes, when yohimbine is injected death takes place imme- 
diately. On the other hand, when ephedrine was given intra- 
venously death followed only fifteen minutes after the foreign 
body was introduced into the external jugular vein. This 
interval was considerably longer after the injection of ephedrine 
and sodium bicarbonate. Finally, when ephedrine, atropine and 
sodium bicarbonate are injected intrave-ously at the same time, 
sudden death from experimental embolism does not occur. 

These experimental studies serve as a starting point of 
therapeutic attempts to prevent fatal postembolic accidents. 


The Convalescent Serum Center of Strasbourg 


At the June 23 meeting of the Académie de médecine, Borrel 
and Loewenberg reported the results of the center established 
in 1930 during the severe epidemic of poliomyelitis in Alsace. A 
stock had been collected of several liters of blood from adult 
convalescents of former epidemics and from those who had 
recent infections. In 1931 the collection of serum from measles 
and scarlatina convalescents was added. Blood from the former 
(measles) convalescents was obtained from eight to twelve days 
and from four to five weeks after defervescence for scarlatina. 
The serum of poliomyelitis convalescents having conserved all 
its potency since 1930, such donors were asked to return nearly 
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every month, so that one of these donors has been used forty 
times. In poliomyelitis, serotherapy when employed during the 
first four days has been followed in thirty-four cases by 70 per 
cent of cures. When applied later, 36 per cent of twenty-two 
cases were cured. In thirty cases of toxic scarlatina the respec- 
tive convalescent serum yielded twenty-seven cures. Of 180 
individuals to whom a convalescent measles serum was giveti as 
a prophylactic measure, 160 of the 180 were completely immun- 
ized, there were nine mild cases, three showed a doubtful 
amelioration, and in one case there was complete failure. 


BERLIN 
(From Our Regular Correspondent) 
e July 28, 1936. 
Natural Antisyphilitic Healing Forces 

Prof. Franz Jahnel of the German Institute of Psychiatric 
Research (Kaiser Wilhelm Institute) in Munich has published 
in Forschungen und Fortschritte a report on recent investiga- 
tions on natural antisyphilitic healing forces. The favorable 
effect of pyretotherapy in dementia paralytica is well known, 
although the complicated mechanism of its action on the spiro- 
chetes of syphilis is not yet completely understood. Malario- 
therapy too is beneficial in early syphilis. Jahnel and 
Weichbrodt were able to demonstrate with syphilitic rabbits 
as long ago as 1919 that the first pathologic manifestations 
and the concomitant spirochetes of syphilis were made to dis- 
appear on artificial elevation of the temperature. 

Nature is still able in several even more perfected ways to 

bring syphilitic infection in various animals to a cure. Apes 
and rabbits in particular, as well as mice, rats and guinea-pigs, 
are readily infected with syphilis. In the three last named 
species the infection generally runs its course without the 
exhibition of any symptoms. Several wild animals are also 
susceptible to syphilis; the loir (Myoxus glis), for example, 
as Jahnel found. The hibernation of these creatures differs 
from ordinary sleep not only in profundity but because metabo- 
lism is reduced to a minimum and the body temperature, which 
tends to adapt itself to that of the environment, is drastically 
lowered. In some animals it was found to be around 5 C. 
(41 F.); in others it sank to within a few tenths of a degree 
above 0 C. (32 F.). The loir possesses a singular capacity 
for heat regulation and thus avoids the death by freezing that 
otherwise would threaten. As the need arises, increased respi- 
ration generates additional heat. Jahnel now reports that 
syphilitic loirs and hamsters among other animals become 
healthy again in the course of hibernation. The presence of 
the causative agents of syphilis could in no way be detected 
subsequent to the hibernation. Control animals that were kept 
in a heated room to prevent hibernation could not be rendered 
free from syphilis within a corresponding period. One might 
plausibly conclude from this that no actual cure of the disease 
takes place but rather that the spirochetes undergo a biologic 
alteration within the hibernating organism and as a result lose 
their pathogenic properties for other animals. The foregoing 
hypothesis is, however, as Jannel made plain, highly improba- 
ble, since in many other diseases (trypanosomal infections, for 
example) complete cure takes place during hibernation. There 
are, of course, other possibilities: For example, it was found 
that Alpine marmots which had been infected with bubonic 
plague during hibernation slept peacefully on without mani- 
festing any pathologic symptoms, but when with the spring 
they awoke from their winter’s sleep the plague erupted among 
them and killed them all within a brief period. 
- This natural antisyphilitic curative process is obviously not 
applicable to man, as all mammalia, with the exception of the 
hibernants, are adversely affected by severe refrigeration and 
besides any appreciable cooling of the human body is difficult 
to bring about. “ 
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Rudolf Virchow, the pathologic anatomist, as is known, was 
able to lower the temperature of his own body only to 35 C. 
(95 F.) and even in effecting this slight decrease he suffered 
disturbing manifestations. According to Jahnel’s more recent 
experiments the eradication of the syphilis during hibernation 
is possible only if body temperature is at least below 20 C. 
(68 F.). So low a temperature, however, could not be induced 
in man; the demands of human metabolism alone preclude any 
such possibility. Méeeover, hibernation does not act so force- 
fully against all species of spirochete. Jahnel found that the 
spirochete of relapsing fever, for example, could survive a 
thirty day period of unbroken hibernation. These micro- 
organisms are much less sensitive to external influences than 
the spirochete of syphilis; they can be preserved in a refrig- 
erator for weeks at a time without undergoing destruction, 
whereas the spirochete of syphilis quickly perishes outside the 
animal organism itself and even under the most favorable con- 
ditions. At present further investigations are under way to 
determine on what aspect of hibernation the noxious effect on 
the spirochete of syphilis is dependent. One may find that this 
phenomenon is due not to the decreased metabolism or body 
temperature but to an endocrine reaction. The establishment 
of such a reaction, Jahnel thinks, would help to widen our 
perspective of the action of syphilis in man as well. In any 
event, these observations are of fundamental interest. 


Deliveries by Midwives 

In 1934 there were in Germany 1,181,000.-living births and 
31,800 stillbirths, a total of 1,212,800 births. Midwives in 
independent practice were in charge at 919,447 births and 
32,327 miscarriages. In 1935, according to tentative reckoning, 
there were 1,265,000 living births, and the number of stillbirths 
has been estimated at around 34,000. This means a provisional 
total figure amounting to around 1,200,000. In the same year 
(1935) midwives were in charge at 971,970 births and 43,804 
miscarriages. At the request of the National Association of 
Midwives, the representative professional organization of the 
group, the number of births for each practicing midwife was 
computed. In 1933 there were twenty-nine births to one mid- 
wife, in 1934 thirty-four births, in 1935 from thirty-six to 
thirty-seven births. It will be noted that, on the basis of the 
more recent figures, the number of miscarriages at which mid- 
wives were in charge has increased by around 11,500. In the 
opinion of the Deutsches Aersteblatt, the official organ of the 
medical profession, this figure may have resulted from a mis- 
interpretation of the data or (what is more interesting) it may 
be ascribed to the fact that a smaller number of miscarriages 
were in charge of physicians. Pregnant women often them- 
selves induce abortion and then call on the midwife for help. 
How the ministry of the interior has given especial attention 
to the situation of the midwives was previously reported (THE 
Journat, July 6, 1935, p. 60). The ministerial policy has been 
gradually to reduce the number of midwives until an average 
of fifty confinements falls to the share of each. 

In Germany independently practicing midwives are in charge 
at 75 per cent of all confinements; the other 25 per cent repre- 
sent institutional confinements. The number of the latter has 
perhaps undergone a slight increase. 


Death of Prof. Paul Morawitz 
Prof. Paul Morawitz, distinguished clinician and director of 
the university clinic of internal medicine at Leipzig, died July 1, 
aged 57. Morawitz had an excellent professional training. He 
first acquired a good background in physiology, which later 
formed the foundation of his clinical opinion. Among the pro- 


fessors under whom he worked as an assistant was Krehl of 
Heidelberg. While at Heidelberg, Morawitz obtained his first 
important appointment, the directorship of the University Medi- 
cal Polyclinic at Freiburg. He was only 30 years of age at 
the time. Soon thereatter Morawitz became professor of inter- 
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nal medicine at Greifswald. Later he served in the same 
capacity at Wiirzburg, succeeding finally to the celebrated chair 
of Striimpell at Leipzig. Morawitz was a prodigious and dili- 
gent worker who demanded a great deal of his assistants but 
enjoyed helping them along. He was beloved as a teacher. 
His clear diction and his high ideal of professional ethics made 
a permanent impression on many a young medical man. By 
the death of Morawitz the German universities have lost one 
of their ablest clinical professors. 


AUSTRALIA 
(From Our Regular Correspondent) 
July 29, 1936. 
Psittacosis in Australia 

During the summer of 1935-1936 seventeen instances of 
probable human infection of psittacosis were recognized in 
Victoria. Psittacosis virus has been demonstrated in the sputum 
of five of these patients. The most important sources of infec- 
tion in Victoria are young newly captured birds, particularly 
cockatoos. The evidence suggests that maintenance of birds 
under crowded unhygienic conditions results in a lighting up of 
their naturally acquired infection with the virus. There were 
two proved human infections, which were apparently derived 
from aviary bred budgerigars (Melopsittacus undulatus). 

Working under a grant for research on virus diseases from 
the Rockefeller Foundation and the department of health of 
the commonwealth of Australia, F. M. Burnet and Jean 
McNamara have published the results of their investigations 
into human psittacosis in Australia (7. J. Australia, July 18). 
In the summer of 1934-1935 these investigators had found that 
a large proportion of recently caught individuals of Psephotus 
haematonotus and trichoglossus (two species) and Leptolophus 
hollandicus were infected. It is possible that cases of this 


disease among human beings escaped recognition before the - 


attention of physicians had been directed to the possibilities 
of infection by these two workers. It is considered that, in the 
case of the birds, infection with psittacosis is very frequently 
contracted by young cockatoos in the nest but is usually over- 
come by the time they are captured, at least to the extent that 
the spleen no longer contains virus. If the young cockatoo, 
after capture, is kept under good conditions, it remains healthy 
and presents no danger to human beings. When, on the other 
hand, birds are crowded into small spaces with inadequate food 
and sunlight, their latent infection is lighted up. 

The Australian experience with the human disease indicates 
that in children the disease is of a minor nature, settling down 
in a few days, but that in adults, particularly in the elderly, 
the course of the disease is longer and the patient is much 
more seriously ill, There were no deaths in the series. Lung 
signs predominate, suggesting an atypical bronchial pneumonia, 
but the lung signs are more extensive than the symptoms have 
led the physician to expect. The onset is almost influenzal in 
type, with malaise, severe headache and diarrhea as the common 
symptoms at this stage. The headache is not localized to any 
one part of the head but is so severe that the patient calls in 
medical attention relatively early. Eleven of the series were 
proved to be due to infection from the sulfur crested cockatoo 
(Kakatoe galerita). 


The International Significance of a Broncho- 
scopic Operation 
Early this year an Australian chifd named Kelvin Rodgers 
inhaled a nail into his lung. Australian surgeons considered 
themselves insufficiently experienced to attempt the removal 
of this foreign body, and he was referred to Chevalier Jackson 
for treatment. The successful outcome of this operation at 
the hands of this master of bronchoscopy has provided an 
incident which will act as a bridge of the happiest nature 
between two great English-speaking countries. The incident 


LETTERS 


1065 


was the occasion for a statement by the premier of Victoria 
in the Victorian legislative assembly, July 1, in which he 
expressed the feelings of gratitude of the people of Australia. 
The premier referred to the incident as a striking reminder that 
science and humanitarian developments know no geographic 
boundaries. 

In an editorial the Argus, the leading conservative daily 
newspaper of Victoria, developed the sense of gratitude even 
further. There is one man acknowledged by the world’s sur- 
geons as the great specialist in the field of bronchial surgery. 
The brevity of the operation in a few overcharged minutes of 
probing in a child’s lungs for a nail may tend to obscure in 
our minds the training and preparation of a lifetime of study 
and practice which made the achievement possible. The per- 
fection of instrument and technic that necessarily preceded the 
operation is to some extent forgotten in the relief that a great 
surgeon has succeeded. To that success nearly all the great 
pioneers of surgery have. contributed in some measure. In the 
daring experiment, let us not overlook the skill of instrument 
makers. The part played by the physicist in developing the 
modern technic of roentgenologic examination and diagnosis 
should be recognized. The efficiency and competence of a great 
array of people from hospital managers to nurses is important. 
To the amazing feat of this one man, all yielded something, and 
Dr. Jackson, to his great honor, was the only one to make 
light of his own part and to acknowledge the work of others. 

The great traditions of medicine and the noble humanitarian- 
ism of its great doctors and surgeons have been worthily upheld. 
The world expects it but rarely stops to wonder how. far it 
has a right to expect such high virtue and enlightenment in 
great practitioners. The part played in the achievement by 
communications and transport is also too easily forgotten. The 
concentration of resources for the one coordinated purpose of 
saving a life is surely a magnificent object lesson on the 
capabilities and resources of the modern social system. This 
one episode should stimulate acknowledgment of the vast volume 
of similar self sacrifice and devotion to duty that is traditionally 
associated with private surgery and the public hospital. The 
acknowledgment of Dr. Jackson’s skill and generosity should 
be carried over to that great army of men and women who 
are daily performing similar acts of skill and devotion. The 
organization of medical services which freely places all the 
resources of medicine and surgery at the disposal of the people 
of this and other countries is something that calls for profound 
gratitude and admiration. 

“The incident,” concludes the Argus, “has-fired the imagina- 
tion of the people of Australia, and the measure of exultation 
in every mind is that our civilization is capable of such unselfish 


waraics Survey of Orthopedic Cases 


To ascertain the chief factors that cause crippling deformities 
in Avstralia, a preliminary survey has been made of the 


Causes of Crippling Deformities 


New South South West Queens- 
Victoria Wales Australia Australia land 
Tuberculosis of bones and 
16.9 7.2 22.0. 3.7 4.3 
Poliomyelitis.............. 27.7 12.8 42.0 4.5 18.1 
Osteomyelitis.............. 26.2 22.8 Notspecified 5.3 81.5 
ately clas- 
sified 
Congenital dislocations... 10.2 11.0 10.8 
Congenital deformities, in- 
cluding talipes........... 26.5 10.0 8.6 
Spastic paraplegias....... boee, 5.8 14 3.0 0.9 


hospital statistics in the various states. The figures in the 
accompanying table are expressed as percentages of the total 
admissions for crippling deformities in each state. 
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While these figures can be accepted as indicating only a 
general trend, it is interesting to note how tuberculosis inci- 
dence diminishes toward the subtropical and tropical areas. 
The effect of poliomyelitis epidemics can be seen also in South 
Australia, Victoria and Queensland. 


Ophthalmologist Retires 


Having been associated with the Dunedin Hospital for fifty- 
two years as ophthalmic surgeon and dean of the Faculty of 
Medicine of the University of Otago for twenty-two years, 
Sir H. Lindo Ferguson has retired from the chair of ophthal- 
mology in the university and from the active staff of Dunedin 
Hospital and Medical School. Sir Lindo is an honorary fellow 
of the American College of Surgeons and a fellow of the Royal 
Australasian College of Surgeons. He qualified at Dublin in 
1880 and was the first ophthalmic surgeon in New Zealand. 


MOSCOW 
(From Our Regular Correspondent) 
Aug. 23, 1936. 
Abortions Forbidden 


In a previous letter (THe JourNnat, August 1) information 
was given concerning the government bill on abortion, aid to 
lying-in women and families with many children. The decision 
of the Central Executive Committee of June 27 made this bill 
a law. Some changes have been made as the result of public 
discussion at numerous meetings as well as in the press. The 
,operation of artificial abortion is completely forbidden every- 
where, including hospitals, lying-in houses and the homes of 
physicians. The operation can be performed if a special com- 
mission will permit it; the only indications accepted by the 
law are a serious menace to the pregnant woman's health and 
severe hereditary diseases of the parents that can be trans- 
mitted to the child. If these conditions are not present, the 
‘physician as well as the person who seeks the abortion will 
be punjshed with two years’ imprisonment and the pregnant 
woman with public censure and a fine. Another change in 
the new law is some decrease of alimony paid by the father 
for the children’s maintenance after divorce; instead of one 
third of the salary for one child, a half for two and three 
fifths for three or more, the corresponding sums are one 
fourth, one third and one half. Mothers having six or more 
children receive premiums (the bill gave money premiums to 
women having seven or more children). The first claims for 
state allowances for 1,940 large families were received from 
forty-two districts of the Moscow province (excluding the city 
of Moscow). Already the building of new medical establish- 
ments, kindergartens and lying-in homes has begun. 


The Institute of Experimental Medicine 

In a decision on the work of the Gorky All-Union Institute 
of Experimental Medicine, the Council of Pecple’s Commissars 
of the Soviet Union noted that its medical workers have made 
a detailed study of the human organism and that it has become 
a basic scientific institution. At the same time the council 
states that the work lags behind the level of modern medical 
achievements. The clinical work is not properly organized, for 
which the commissariats of health are responsible. Therefore 
the institute must reconstruct its work, giving consideration to 
the experience of other countries. Special attention must be 
paid to the solutipn of important problems in the treatment 
of cancer, tuberculosis, influenza, malaria, typhus; scarlet fever 
and rheumatism. The institute will have 400 clinical beds in 
Moscow. There as well as in other institutions under the 
guidance of the Institute of Experimental Medicine, new meth- 
ods of treatment will be tested and worked out. 

For the rapid application of the methods that it works out, 
the Institute of Experimental Medicine must provide facilities 
for giving instruction to a hundred persons a year. It must 
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work in connection with other establishments for scientific 
research and be active in organizing medical conferences and 
congresses. The principal work of the institute is carried on 
in Moscow and Leningrad, but it has a subtropical department 
at Sukhum on the Black Sea, where experimental work is done 
with’ monkeys. The institute is instructed to publish an annual 
report of its work in Russian, French, English and German. 


League of Nations Hygienic Committee 

A session of the Hygiene Committee of the League of 
Nations was held June 22-27 in Moscow. The head of the 
committee, Thorvald Madsen of Copenhagen, the head of the 
Public Hygiene Bureau, Joseph Jitta of Paris, Jacque Parisot 
of Nancy, G. Pittaluga of Madrid, Montague Morgan of Lon- 
don, Charles Winslow of the United States, Elmer McCollum 
of Columbia .Wniversity and many other foreign guests were 
present. The. Soviet scientists V. Bronner, venereologist, A. 
Sisin, hygienist, P. Sergiev, malariologist, L. Stern, physiol- 
ogist, and others took part in the proceedings. At the first meet- 
ing G. N. Kaminsky, the people’s commissar of health, greeted 
the session and spoke of the increase of population in our 
country as being 3,000,000 persons a year, while the mortality 
rate is much less than in the prerevolution period. Professor 
Parisot made a report about the activity of the hygiene organi- 
zation of the league in rural hygiene. 

For better acquaintance with the hygiene in rural districts 
the foreign members of the session visited regional and district 
hospitals, kindergartens and other medical establishments of 
our country. They made a trip to Gorky, Leningrad, Rostov- 
on-Don and the Georgian and Ukrainian republics. They saw 
the health resorts, the spas, and the climatic and balneologic 
stations on the shore of the Black Sea and in the Crimea. 

After the Moscow session was ended, the Section of Infor- 
mation of the League secretariat published a paper in which 
the development of medical aid in the Soviet Union is 


— The Commissariat of Health 


Instead of the separate health commissariats that existed in 
every Soviet republic, the government resolved to establish an 
All-Union Health Commissariat with Dr. Gregory N. Kamin- 
sky (former people’s commissar of health in the Russian Soviet 
Republic) at its head. The new commissariat is to unite in 
one system and plan the care of the people’s health in the 
Soviet Union. Sums given for this purpose have been increased 
from 5,365 million roubles in 1929-1932 to 17,870 millions in 
1933-1936. The All-Union Health Commissariat will develop 
great activity in measures for the elimination of venereal dis- 
eases, tuberculosis and rheumatism. The laboratory and medical 
equipment of hospitals and scientific establishments will be 
greatly improved. Simultaneously with the building of regional 
hospitals for 200-250 beds with all types of qualified medical 
and laboratory aid, the new commissariat will found well 
equipped interregional hospitals. The improvement of medical 
aid administered to workmen of heavy industries—principally 
metallurgic, coal mine and chemical—the study of occupational 
diseases and their treatment are one of the principal aims of 
the new commissariat. Many problems confront the new com- 
missariat, in all of them in the front rank being the care 
taken of living man—a struggle for health, elimination of 
obstacles to normal growth of the new Soviet generation, the 
prolongation of life and the encouragement of efficiency. 


Blood Transfusion 

A new decree on blood transfusion in the Soviet Union was 
recently published. Every person older than 18, if of sound 
mind and ef normal physical development, can be voluntarily 
enrolled among the number of donors. The average quantity 
of blood required from a new donor is 150-200 cc. The dona- 
tion of blood for transfusion is to be repeated not more than 
seven times a year when the maximal quantity is taken. 
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Marriages 


Epwarp M. ANperson, Lamberton, Minn., to Miss Mabel 
Gilland of Sleepy Eye, in Minneapolis, June 4. 

ANTHONY JosePpH Barranco, Bartow, Fla., to Miss Fannie 
De John at Birmingham, Ala., July 28. 

Ropert JENNINGS Baker, Charleston, S. C., to Miss Anne 
Hunter Linley of Anderson, June 27. 

Raymonp F. Heptn to Miss Lydia Elizabeth Anderson, both 
of Red Wing, Minn., June 19. 

Atvin Erickson, Hendricks, Minn., to Miss Marion Piltings- 
rud of Leeds, N. D., June 12. 

Joun J. Boenrer Jr. to Miss Jeanne Kathryn Halloran, 
both of Minneapolis, June 15. 

JosepH Howarp Srecrriep to Miss Mary Elizabeth Easton, 
both of Peoria, Ill., August 7. 

Horace Craic Gisson to Miss Mary Louise Thomas, both 
of Charlotte, N. C., recently. 

TueoporeE Myron Devutscu to Miss Selma Klausner, both 
of Brooklyn, recently. 


Deaths 


George Abraham Torrison, Chicago; College of Physi- 
cians and Surgeons, Medical Department of Columbia College, 
New York, 1889; tember of the Illinois State Medical Society : 
associate clinical professor of laryngology and otology, Rush 
Medical College; fellow of the American College of Surgeons; 
aged 71; attending laryngologist to the Lutheran Deaconess 
Home and Hospital and Lutheran Memorial Hospital; assis- 
tant attending laryngologist to the Presbyterian Hospital, where 
he died, June 20, of pulmonary tuberculosis. 

James Madison Baird, Columbus, Ga.; Kentucky School 
of Medicine, Louisville, 1892; Eclectic Medical Institute, Cin- 
cinnati, 1893; Homeopathic Medical College of Missouri, St. 
Louis, 1898; member of the Medical Association of Georgia; 
past president of the Muscogee County Medical Society; presi- 
dent of the Georgia State Board of Medical Examiners; for- 
merly on the staff of the Columbus City Hospital; aged 66; 
= J uly 10, in the Piedmont Hospital, Atlanta, of coronary 
occlusion. 


Joseph Barnes Bacon, Macomb, Ill.; Texas Medical Col- 
lege and Hospital, Galveston, 1879; Chicago Medical College, 
1881; member of the Illinois State Medical Society; fellow of 
the American College of Surgeons; at one time instructor in 
surgery at the Northwestern University Medical School, Chi- 
cago; for many years surgeon for the Burlington Railway; 
formerly on the staff of St. Francis Hospital; aged 82; died, 
July 21, of carcinoma of the rectum. 


Marion Earle Brown ® New- Orleans; Tulane University 
of Louisiana Medical Department, New Orleans, 1911; member 
of the American Academy of Ophthalmology and Oto- 
Laryngology; professor of ophthalmology, Tulane University 
Graduate School of Medicine; served during the World War; 
on the staff of the Eye, Ear, Nose and Throat Hospital; aged 
50; died, August 19. 

Russell Montague Young, Lima, Ohio; Rush Medical 
College, Chicago, 1900; member of the Ohio State Medical 
Association; veteran of the Spanish-American and World 
wars; on the staffs of the Lima Memorial and St. Rita’s hos- 
pitals; aged 59; died, June 21, as the result of a spinal injury 
received in a fall several months previously. 

Russel Murray Rome ® Brooklyn; Long Island College 
Hospital, Brooklyn, 1901; formerly clinical professor of sur- 
gery at his alma mater; fellow of the American College of 
Surgeons; surgeon to the Kings County and Bushwick hos- 
pitals; aged 57; died, June 24, at his summer home in Shelter 
Island, N. Y., of coronary thrombosis. 

Anthony Bernard Zwaska, Beloit, Wis.; Marquette Uni- 
versity School of Medicine, Milwaukee, 1915; member of the 
State Medical Society of Wisconsin; served during the World 
War; on the staff of the Beloit Municipal Hospital; aged 45; 
died, June 30, in Rochester, Minn., of hypertension and uremia. 

Robert Astley Rice, Fitchburg, Mass.; Harvard Univer- 
sity Medical School, Boston, 1902; member of the Massachu- 
setts Medical Society; served during the World War; formerly 
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city and school physician; aged 60; died, June 13, in the Bur- 
bank Hospital, of arteriosclerosis and chronic myocarditis. 

Herman Reinsch ® Chicago; Chicago College of Medicine 
and Surgery, 1912; fellow of the American College of Sur- 
geons; served during the World War; aged 48; member of 
the staff of St. Francis Hospital, Evanston, where he died, 
June 14, of coronary thrombosis, while visiting patients. 

Felix Melville Scott, Paragould, Ark.; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1881; member 
of the Arkansas Medical Society; past president and secretary 
of the Greene County Medical Society; county health officer ; 
aged 82; died, June 17, of bronchopneumonia. ; 

Jesse J. Saxton, Tampa, Fla.; Eclectic Medical Institute, 
Cincinnati, 1907; member of the Florida Medical Association ; 
past president of the Hillsborough County Medical Society ; 
aged 56; died, June 29, in St. Luke’s Hospital, Jacksonville, 
of injuries received in an automobile accident. 

Austin David Bates ® Denton, Texas; Rush Medical Col- 
lege, Chicago, 1922; secretary of the Denton County Medical 
Society; served during the World War; aged 43; died, July 
18, in the Dallas (Texas) Medical and Surgical Clinic Hos- 
pital, of coronary occlusion and arthritis. 

Rodrigue Mignault, Lowell, Mass.; M.B., Laval Univer- 
sity Medical Faculty, Montreal, Que., Canada, 1882; M.D., 
School of Medicine and Surgery of Montreal, 1884; member 
of the Massachusetts Medical Society; for many years school 
physician; aged 73; died, June 26. 

John Denniston Wilson ® Scranton, Pa.; Jefferson Medi- 
cal College of Philadelphia, 1905; fellow of the American Col- 
lege of Physicians; veteran of, the Spanish-American War; on 
the staff of the Scranton State Hospitai; aged 56; died, June 
20, of coronary artery disease. 

Blackburn George Tucker, Nashville, Tenn.; Vanderbilt 
University School of Medicine, Nashville, 1897; at one time 
county health officer; medical superintendent of the Davidson 
County Tuberculosis Hospital; aged 60; died, June 22, in a 
local hospital, of pneumonia. 

John James Quinn ® Lansford, Pa.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1917; past president 
of the Carbon County Medical Society; served during 
World War; aged 46; died, June 23, of traumatic gastroptosis 
with multiple adhesions. 


Buchanan S. Wert ® Chattanooga, Tenn.; University of 
Louisville (Ky.) Medical Department, 1879; past president of 
the Chattanooga and Hamilton County Medical Society; on 
the staff of the Erlanger Hospital; aged 79; died, June 20, of 
coronary thrombosis. 

Francis Joseph Pfeffer, Quincy, Ill.; Washington Univer- 
sity School of Medicine, St. Louis, 1895; served during the 
World War; aged 63; died, June 16, in the Veterans Admin- 
istration Facility, Jefferson Barracks, Mo., of myocarditis and 
coronary thrombosis. 


Lyman E. Rockwell, Amenia, N. Y.; University of the 
City of New York Medical Department, 1873; member of the 
Medical Society of the State of New York; for many years 
health officer of Amenia; aged 90; died, June 11, of cerebral 
hemorrhage. 

Florence Harvey Tresilian, Hudson, Mass.; Boston Uni- 
versity School of Medicine, 1895; formerly on the staffs of 
the Gardner (Mass.) State Hospital and the Taunton ( Mass.) 
State Hospital; aged 80; died, June 26, in the Flower Hospital, 
New York. 

Wallace Emery Bray, Delavan, Wis.; Northwestern Uni- 
versity Medical School, Chicago, 1934; formerly on the staff 
of the Southern Wisconsin Colony and Training School, Union 
Grove; aged 33; died, July 2, of an overdose of a barbital 
compound. 

Mitchell Sisson, Boston; Harvard University Medical 
School, Boston, 1913; member of the Massachusetts Medical 
Society; for many years school physician for the school dis- 
trict of East Boston; aged 49; died, June 1, of melanotic 
sarcoma. 

William W. Core, Nashville, Tenn.; Vanderbilt Univer- 
sity School of Medicine, Nashville, 1880; formerly county health 
officer; aged 76; for many years medical superintendent of the 
Davidson County Hospital, where he died, June 3, of influenza. 

William Edward Holmes Morse, Oakland, Calif.; Uni- 
versity of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1885; aged 74; died, June 4, in the Alameda County 
Hospital, of shock, following an operation on the bladder. 
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Ethbert Cole Rosamond, Birmingham, Ala.; Louisville 
(Ky.) Medical College, 1893; ‘member of the Medical Associa- 
tion of the State of Alabama ; on the staff of the Norwood 
Hospital; aged 65; died, June 16, of coronary occlusion. 


George W. Snively, Dalton, Ohio; Medical College of 
Ohio, Cincinnati, 1900; member of the Ohio State Medical 
Association ; aged 70; died, June 4, in the City Hospital, 
Massillon, of cerebral hemorrhage and arteriosclerosis. 


George Washington Bamberger, Chicago; -College of 
Physicians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1904; aged 56; died, July 9, in the 
Michael Reese Hospital, of carcinoma of the stomach. 


Ludwig Amster, Flushing, N. Y.; University of the City 
of New York Medical Department, 1888 : formerly a practi- 
tioner in Atlanta, Ga.; was one of the founders of the Piedmont 
Hospital, Atlanta; aged 72; died, July 2. 

Louis P. Reimann, Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1883; aged 83; 
died, June 1, in the Lankenau Hospital, of bronchopneumonia, 
arteriosclerosis and coronary sclerosis. 


William Albert O’Connor, Chicago; University of Illinois 
College of Medicine, Chicago, 1914; served during the World 
War; aged 50; died, June 25, in the Wesley Memorial Hos- 
pital, of hypertensive heart disease. 


Mary Dunn Crane, Columbus, Ohio; Woman's Medical 
College of Cincinnati, 1893; aged 81; died, June 22, in the 
S. M. Heller Memorial Hospital, Napoleon, of burns received 
when an oil stove overturned. 

Thomas Walter Raper, Williamsport, Pa.; Jefferson Medi- 
cal College of Philadelphia, 1897; member of the Medical 
Society of the State of Pennsylvania ; aged 78; died, ‘June 29, 
of carcinoma of the prostate. 


‘ Benjamin Randal Ballard, Kitston, Ala.; University of 
Tennessee Medical Department, Nashville, 1894; aged 65; died, 
July 10, in a hospital at Montgomery, of sepsis due to a car- 
buncle on the neck. 

Ehme E. Aukes, Lincoln, Neb.; Georg-August-Universitat 
Medizinische Fakultat, Gottingen, Prussia, Germany, 1877; 
aged 84; died, July 17, of cerebral hemorrhage, arteriosclerosis 
and hypertension. 

General Pinnell, Miami, Okla.; Memphis (Tenn.) Hospital 
Medical College, 1902; member of the Oklahoma State Medi- 
cal Association; aged 58; died, June 15, in a hospital at Tulsa, 
of heart disease. 

Joseph Price Tunis, Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1889; aged 70; 
died, June 10, of myocarditis, hypertrophy of the prostate and 
chronic cystitis. 

Wilfred Freeman Gove, Wareham, Mass.; Boston Uni- 
versity School of Medicine, 1926; member of the Massachu- 
setts Medical Society; aged 40; died, June 26, of acute mono- 
cytic leukemia. 

William Henry Davis, Creston, Iowa; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1887; Marion-Sims 
College of Medicine, St. Louis, 1893; aged 80; died, June 10, 
of myocarditis. 

Joseph C. Culp, Thayer, Mo.; Marion-Sims College of 
Medicine, St. Louis, 1892; member of the Missouri State 
Medical Association ; aged 80; died, June 27, of chronic nephritis 
and uremia. 

William Lorenzo Shank, Lee, Ill.; Central College of 
Physicians and Surgeons, Indianapolis, 1894: aged 69; died 
June 1, in the East Side Hospital, Waterman, of coronary 
thrombosis. 

John Francis Riordan, Kenosha, Wis.; Northwestern Uni- 
versity Medical School, Chicago, 1905 ; aged 58; died, June 
14, in St. Catharine's Hospital, of myocarditis and hypostatic 
pneumonia. 

George Asher Strader, New York; Hahnemann Medical 
College and Hospital of Philadelphia, 1902; aged 63; died, 
June 27, at his summer home in Norway, Me.; of angina 
pectoris. 

Leonard Clair Baldauf, Erie, Pa.; Jefferson Medical Col- 
lege of Philadelphia, 1926; member of the Medical Society of 
the State of Pennsylvania ; aged 35; died, July 5, of heart 
disease. 

Curtis Albert Bailey ® Athens, La.; Louisville (Ky.) 
Medical College, 1890; past president of the Claiborne Parish 
Medical Society ; aged 67; died suddenly, July 15, of heart 


disease. 
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Jay Harry Barto, St. Louis; Missouri Medical College, 
St. Louis, 1897; aged 66; member of the staff of the Missouri 
Baptist: Hospital, whats he died, July 4, of cerebral hemorrhage. 

Samuel Jay Barker, Largo, Fla.; Missouri Medical Col- 
lege, St. Louis, 1883; formerly a practitioner in St. Louis; 
aged 78; died, July 1, of myocarditis and chronic nephritis. 

Thomas Joy Putnam, Springfield, Mass.; Homeopathic 
Hospital College, Cleveland, 1877; aged 86; died, June 10, in 
the Wesson Memorial Hospital, of cerebral hemorrhage. 

Frank W. Adriance, Elmira, N. Y.; Hahnemann Medical 
College of Philadelphia, 1877; aged 81; died, July 24, of car- 
diac decompensation and hypertrophy of the prostate. 

Eyer Walter, Williamsport, Pa.; Jefferson Medical College 
of Philadelphia, 1880; aged 82; died, June 2, in the Williams- 
port Hospital, of myocarditis and acute cholecystitis. 

Christopher Peters Walter, Lyman, S. C., Medical Col- 
lege of the State of South Carolina, Charleston, 1885; aged 
82; died, June 25, of sarcoma of the bladder. 

Maurice Watson, Manchester, N. H.; Dartmouth Medical 
School, Hanover, 1901; aged 62; died, June 22, at his summer 
home in Gilmanton, of bronchopneumonia. 

Sinclair Kirtley Royle, Patchogue, N. Y.; New York 
University Medical College, 1896; aged 76; died, June 25, of 
bronchopneumonia and pernicious anemia. 

Charles Henry Brewer, Stayton, Ore.; Willamette Uni- 
versity Medical Department, Salem, 1898; at one time mayor; 
aged 57; died, July 16, of heart disease. 

Garland M. Vaden, Capeville, Va.; University College of 
Medicine, Richmond, Va., 1901; member of the Medical Society 
of Virginia; aged 58; died, June 20 

Van Lear Polk, Chicago; Meharry Medical College, Nash- 
ville, Tenn., 1919; aged 43; died, June 26, in Proviso Town- 
ship, of carcinoma of the tongue. 

Ephraim Le Rue Walmer, Harrisburg, Pa.; Jefferson 
Medical College of Philadelphia, 1891; aged 73; died, June 22, 
of chronic nephritis and uremia. 

Daniel Sickler, Ogden, Iowa; Albany (N. Y.) Medical 
College, 1879; for many years mayor of Ogden; aged 85; died, 
June 19, of chronic myocarditis. 

Joseph Guardith Moore Philadelphia; Temple 
sity School of Medicine, Philadelphia, 1918; aged 56; 

June 6, of chronic myocarditis. 

Carl Johan Anderson, Porter, Okla.; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1898; aged 72; died 
in June, of pernicious anemia. 

Sherman T. Lewis, Menard, II!.; Northwestern University 
Medical School, Chicago, 1892; aged 69; died, June 20, of 
cerebral arteriosclerosis. 

C. Roland Per Due, Indianapolis ; Central College of Physi- 
cians and Surgeons, Indianapolis, 1897; aged 62; died, June 15, 
of cgronary occlusion. 

Rufus Austin Black, West Sullivan, Maine; College of 
Physicians and Surgeons, Boston, 1905; aged 54; died, June 1, 
of acute myocarditis. 

Anton Radesinsky, Chicago; Medizinische Fakultat der 
Universitat Wien, Austria, 1894; aged 69; died, June 18, of 
cerebral thrombosis. 

Thomas D. Palmer, Elk City, Okla.; Columbian Medical 
College, Kansas City, Mo., 1901; aged 66; died, June 15, of 
paralysis agitans. 

John Hepburn Lloyd, Erie, Pa.; Jefferson Medical Col- 
lege of Philadelphia, 1896; aged 62; died, June 2, of pulmonary 
tuberculosis. 

Charles Albert Orr @ Crafton, Pa.; Jefferson Medical 
College of Philadelphia, 1901; aged 65; died, June 6, of 
myocarditis. 


CORRECTIONS 


Not Dead.—The report of the death of Dr. William Preston 
Haynes of Washington, D. C., received in this office from the 
Commission on Licensure of the District of Columbia, and 
published in the obituary columns of THe JourNAL, Septem- 
ber 12, page 893, was erroneous. Dr. Haynes writes that he 
is alive and was never in better health——Dr. Hermann 
Frederick Erben was erroneously reported as having died in 
Calcutta, India, in various newspapers, and in the obituary 
columns of THe Journat, June 13, page 2087. Dr. Erben 
recently wrote from New York City that the report of his death 
in Calcutta was “grossly exaggerated.” 
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Correspondence 


~- CLASSIFICATION OF ARTHRITIS 
To the Editor:—Desirable as it may be, it is often impos- 
sible neatly to define and classify clinical syndromes the origin 
of which is unknown. Nowhere is this better illustrated than 
in the report of the transactions of the American Association 


for the Study and Control of Rheumatic Disease, which 


appeared in THE JourNnAL August 8. An analysis of this 
report shows that classification may at times obscure as readily 
as it may clarify a clinical problem. It is all very well to 
tack labels on morbid processes, but labels have a way of wear- 
ing thin and then our underlying ignorance is more clearly 
exposed. 

Much was said at the conference about the belief that rheu- 
matoid arthritis and osteo-arthritis are clinically and patho- 
logically different and that the terms represent two different 
diseases. Very little was said about the concept supported by 
me and by others (THe JournaL, May 5, 1934, p. 1449) that 
these terms are merely labels to distinguish clinical variants 
of the same disease. A few words in support of this point 
of view may not be amiss. 

It has been clearly shown that trauma, specific infections 
such as syphilis, and at least one metabolic irritant (the urates 
in gout) may produce proliferative arthritis or degenerative 
osteo-arthritis, depending for the most part on factors other 
than those of causation (New England J. Med. 213:799 [Oct. 
24] 1935). Proceeding from the, known to the: unknown, it 
seems reasonable to believe that a similar group of irritants 
may be the primary cause of proliferative or degenerative 
pathologic changes in the arthritides of unknown origin. Nor 
is the logic of this conclusion greatly affected by variations 
in the nonfilament count, sedimentation rate, or even agglu- 
tination tests in rheumatoid and osteo-arthritis. If a specific 
infectious agent such as Spirochaeta pallida can produce in one 
patient a proliferative type of arthritis and in another individual 
a degenerative type of osteo-arthritis, there is good reason to 
believe that some as yet unknown infectious agent may affect 
principally the synovial membrane in one type of patient, 
resulting in nonspecific rheumatoid arthritis, and the articular 
cartilage in another type of individual, resulting in nonspecific 
osteo-arthritis. The same reasoning would seem to apply to 
trauma, extrinsic or intrinsic, and likewise to some hypothetical 
metabolic irritant that may be operative in the causation of 
nonspecific arthritis. Indeed, it is my opinion that nonspecific 
rheumatoid arthritis and osteo-arthritis are not produced by 
any single irritant but may result from multiple causes. 

Then, of course, there is the second and almost insuperable 
argument against a sharp division of rheumatoid arthritis from 
osteo-arthritis. Today it is freely admitted by practically all 
students of the subject that the two forms of the disease occur 
frequently in the same patient, in the same finger, even in the 
same joint. The explanation which has been advanced, that in 
all such instances two different diseases have been superimposed 
on each other, is in my opinion unacceptable and contrary to 
my observation and experience. As Dr. Jordan stated at the 
conference, “In many instances the two seem to be intertwined 
in the one patient to such an extent that it is difficult to draw 
any hard and fast line between them.” As Morrison and 
Kuhns have recently stated, “The day may not be far distant 
when division of types in chronic arthritis will become obsolete 
and articular changes will be looked upon as signs of a gen- 
eral physiological disturbance, varying in their nature largely 
with the anatomic type and age of the individual.” 

To those who are skeptical of the unitarian concept of the 
etiology of nonspecific arthritis may be commended the sug- 
gestion of Dr. Key—the study of the synovial membrane in 
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cases diagnosed as osteo-arthritis. It is such a study that has 
convinced me of the essential unity of proliferative and degen- 
erative arthritis, and it was this type of investigation that 
convinced Knaggs, Nichols and Richardson, and others, of the 
validity of the unitarian concept of the etiology of chronic non- 
specific arthritis. 

I cannot concur with Dr. Jordan that there is no compromise 
possible between those who believe that we are dealing with 
two diseases and those who think that proliferative and degen- 
erative arthritis are different manifestations of the same disease. 

Would not the following statements be a fair exposition of 
the. status quo, which might be acceptable to both sides of this 
controversy? The primary agent or agents that are the cause 
of rheumatoid arthritis and osteo-arthritis are unknown. There 
are nevertheless two concepts regarding the etiology of these 
two forms of nonspecific arthritis: (1) that proliferative rheu- 
matoid arthritis and degenerative osteo-arthritis are two dif- 
ferent diseases and are due to different etiologic agents, and 
(2) that rheumatoid arthritis and osteo-arthritis are different 
manifestations of the same disease and are the result of the 
same etiologic agent or group of agents. 

Quite clearly, future investigation will have to determine 
which concept is correct. 


BenyJAMiIn H. Arcuer, M.D., New York. 


Queries and Minor Notes 


2 
THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


USE OF CAMPHORIC ACID 
To the Editor:—In Beckman’s “Treatment in General Practice,” 
edition 2, page 245, there appears the following prescription: 


I have been unable to fill the prescription owing to the fact that alcohol 
added to the acacia, or acacia added to the alcohol, causes the formation 
of a white gummy material impossible to break up. How can this pre- 
scription be filled? (The mucilage was made up fresh according to direc- 
tions given in Remington’s ‘‘Practice of Pharmacy.’’) If the prescription 
is an impossibility, can you suggest another method for getting camphoric 
acid in solution with a pleasant tasting vehicle? 


Revpen HorrMman, M.D., Henryton, Md. 


ANsWER.—The prescription can be satisfactorily compounded 
if the following instructions are carefully heeded: 

Place the freshly prepared mucilage of acacia in a clean 
mortar, add 4 drachms (15 cc.) of syrup of orange, and stir 
the two together vigorously with a pestle. Then dissolve the 
camphoric acid in the alcohol separately and slowly add this 
solution to the mixture in the mortar with constant stirring. 
The white gummy flocculent material that appears will gradually 
disappear during ten minutes of vigorous trituration with the 
pestle. The mixture may then be poured into the dispensing 
bottle, which should bear a “shake” label; it will be muddy in 
appearance and only translucent because these are the properties 
of the mucilage of acacia but will be a satisfactory suspension 
for administration from a bottle. 

In the textbook referred to there are listed on page 785 several 
vehicles of an alcoholic content from 45 to per cent, any of 
which will satisfactorily dissolve the camphoric acid and should 
thus be simpler to use in extemporaneous compounding. A 
prescription using one of these vehicles, which would be red 
and not unpleasant in taste, would appear as follows: 


Gm. or Cc. 
Compound tincture of cardamom....to make 180.0 5 vi 


For other tastes the compound tincture of cinchona, which would 
give a brown solution, might be preferable ; indeed, any one of 
the higher alcoholic vehicles will satisfactorily dissolve the 
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camphoric acid without losing transparency or any other of its 
— properties. The lower alcoholic vehicles, however, 

uch as the well known aromatic elixir, will not completely 
dissolve the drug. 


CHRONIC POTASSIUM CYANIDE POISONING 

To the Editor:—I am unable to find definite or detailed descriptions of 
chronic potassium cyanide poisoning symptoms. One of my patients, a 
man 79 years old, has worked for a year past in a room about 40 by 
15 feet in dimension in which were two potassium cyanide furnaces 
(for case hardening steel), which were heated to 1,600 F. for ten hours 
daily. There was no special ventilation in the room, though an apparatus 
for proper ventilation has since been installed. He worked under these 
circumstances about a year, during which time he noticed on occasion 
that a white dust collected on all objects in the room (when freshly loaded 
furnaces were in operation little dust was noticed but when the level 
of the material in the furnaces got lower the dust was more noticeable). 
He never worked on Saturday or Sunday. On Monday, Dec. 2, 1935, he 
became suddenly and violently ill. He had arisen half an hour earlier 
than usual feeling perfectly well, but before he could get dressed he was 
seized’ with “intense pain across his chest, back, abdomen, and down to 
his hips.” He does not remember being dyspneic, but he writhed with 
pain and broke into a cold, clammy sweat. He got to bed, had an electric 
pad, took a dose of aromatic spirit of ammonia and was somewhat relieved 
when I first saw him. His convalescence has been very slow for six weeks. 
His appetite is very poor and he feels weak. The pain in the chest, abdo- 
men and back lasted four weeks and then gradually improved. He had 
little blisters in his nose (on the septum and alae) for a month or so 
before the acute attack. These disappeared about two weeks after the 
attack. Will you please tell me whether or not such symptoms are due 
to chronic cyanide poisoning? Can they appear forty-eight hours after 
exposure has ceased? Will you give me any references on the subject 
that will help mé find a good description of the effects of chronic potas- 
sium cyanide exposure? In a report of the Commission on Occupational 
Diseases to Charles S. Deneen a reference to photo-engravers using 
potassium cyanide is mentioned, stating the symptoms to be “nausea, 
loss of appetite and general disinclination to work,” stating that it occurs 
after six or seven weeks’ exposure and is especially likely to recur in two 
or three weeks and is then likely to be fatal. Do you think that it is likely 
that my man will have a recurrence if he attempts this job again now that 
proper ventilation is provided? M.D., Pennsylvania. 


Answer.—The use of potassium cyanide in the heat treatment 
of metals has led to little evidence of harm to exposed workmen. 
In many large establishments there may be as many as fifty 
cyanide pots. Around these pots the waste cyanide material is 
ground into fine dust. Janitors sweep these floor areas without 
any precautions, leading to visible clouds of dust, some of which 
is cyanide. The clothes of workmen may become coated with 
cyanide incrustations. The lunches of workmen may be seen 
lying on the lip of the cyanide pots, to be kept warm until con- 
sumed. Workmen eat their food without washing their hands 
and with utter lack of concern as to hazardous chemicals all 
about them. This experience, which has been shared by many 
industrial hygienists, has led to the opinion that industrial 
exposure to cyanides provides only a low order of risk. This 
does not imply that cyanides are not poisonous but instead only 
that in industry few acute and fewer chronic poisonings from 
such agents ever have come to light. The fatal dosage of potas- 
sium cyanide, when taken internally, i is about 0.2 Gm 

Both acute and chronic poisoning are discussed in the follow- 
ing publications: 

Collins and Martland: J. Nerv. & Ment. Dis. 35: 417, 1908. 

Peterson, Frederick; Haines, W. S., and Webster, R. W.: Legal Medi- 

cine and Toxicology, Philadelphia, - W. B. Saunders Company, 1926. 

International Labor Office: Occupation and Health, Geneva, 1934. 

The chief symptoms of chronic poisoning are given by Peter- 
son, Haines and Webster as follows: 

A form of chronic poisoning is stated to occur among gilders, photogra- 
phers and others who are engaged in the handling of hydrocyanic acid, 
potassium or sodium cyanide. The symptoms are stated to be headache, 
vertigo, paleness of the face, loss of appetite, offensive breath and difficult 
respiration. Collins and Martland reported a case of chronic poisoning 
in a silver polisher in which the symptoms were scarcely distinguishable 
from those of an anterior poliomyelitis: paralysis of the limbs and muscu- 
lar atrophy, but with a certain degree of recovery. Chronic poisoning by 
hydrocyanic acid does not, however, seem to be a frequent result of the 
long-continued exposure to the gas. An irritation of the skin of the face 
like acne rosacea is described. 


The occurrence of any chronic poisoning as the sole mani- 
festation of cyanide poisoning is open to question. The cyanides, 
apart from being local irritants, act as asphy xiants. The nature 
of the asphyxiation is peculiar in that the tissues themselves are 
rendered unable to take up oxygen from the arterial blood. 
The venous blood remains the same color as the bright red con- 
tents of arteries. A delayed action is not known. A delay of 
forty-eight hours is highly improbable. To the contrary, cyano- 
gen compounds are accorded first or near first rank in exerting 
toxic action instantaneously—within a few seconds. 


M. A. 
26, 1936 


The manifestations described in a workman 79 years of age, 
away from work for twg days, may with no assurance be asso- 
ciated within potassium Miganide as the cause. The skin lesions 
described may very well have arisen from cyanide dust or fume, 
as cyanide dermatitis is relatively common. The gross lack 
of sanitation described in the first portion of this reply is not 
condoned, but it is difficult to procure the cooperation of indus- 
trialists when the evidence of practical hazards is so meager. 
Nonfatal cyanide poisoning is ordinarily followed by complete 
recovery, with no known predilection for subsequent attacks in 
the absence of an adequate new exposure. However, in the 
case of a workman in his eightieth year there may be good 
reason for the avoidance of further exposure to cyanide or to 
any other distinct occupational hazard. 


VARICOSE VEINS WITH PHLEBITIS 

To the Editor :—I have a patient, a married woman, aged 36, who came 
to see me regarding painful varicose veins. These varicosities developed 
after her second pregnancy. They are superficial, tortuous and extend 
from the ankle as far as the knee. They are present on the left leg only. 
During her menstrual period the veins become markedly engorged and 
enlarged, and they are extremely painful, especially at the ankle. The pain 
is so severe that the patient has to keep off her feet. At the time of the 
flow the ankle presents a bunch of superficial varicosities painful to touch. 
I was called to see the patient today (this is not her menstrual time). 
She complained of severe pain in the left leg, the pain coming on suddenly 
without any warning and while she was sitting in a chair. Examination 
revealed thin, tortuous, superficial veins extending from the ankle to the 
knee. There were three red spots between the knee and the saphenous 
opening; these spots were fairly painful to digital pressure. Apparently 
there is at present some phlebitic condition. I ordered the patient to stay 
in bed, elevate the leg and apply ice. Would it be proper to institute 
the injection treatment of the veins sometime in the future for the aboli- 
tion of them? If there is any other method of easing the severe pain in 
the ankle and leg will you kindly inform me? Pleace omit name. 


M.D., Connecticut. 


ANSWER.—From the available data one can gather that the 
patient suffers from a patchy type of phlebitis of a preexisting 
varicose vein. The development of these venous dilatations 
following pregnancy and the increasing discomfort during men- 
struation are suggestive of a pelvic thrombosis as the cause of 
varicosities. Whether or not any obliterative treatment is 
advisable will depend on two factors: the patency of the deep 
veins and the activity of the infection in the veins. To deter. 
mine the former the test of Perthes is most informative. With 
the patient in the standing position a towel or a rubber band 
is thrown round the thigh and enough compression is exerted 
to obliterate the saphenous but not the femoral vein. Next 
the patient is asked to bend and extend the knee vigorously 
and in rapid succession ten times. If the deep veins are patent, 
the superficial varicosities will diminish in size, as the blood 
will be squeezed and aspirated into the deep venous circulation. 
Releasing now the constricting towel results in a refilling of 
the varicosities from above, indicating the amount of blood that 
has passed into the deep venous bed following exercise. If 
there is no appreciable diminution of the size of the veins after 
muscular exercise, either the deep circulation is obstructed or 
there is an increase in venous pressure owing to valvular 
incompetence of the iliofemoral vein, so that blood cannot pass 
readily through the communicating branches. 

If injections are made in patients with deep venous obstruc- 
tion or valvular incompetence, there may be an increase in 
edema and there is bound to be a recurrence, as the increased 
deep venous pressure will open the obliterated veins or force 
its way into new channels. 

Even more important is the recognition of infection in the 
varicosities, because an injection into a vein harboring mani- 
fest or latent infection is often followed by a reactivation of 
the phlebitis, which, in case of a latent pelvic phlebitis, may 
even extend into the pelvis with the production of a typical 
deep thrombophlebitis, a milkleg. 

In the given case, elevation with hot boric acid dressings 
should rapidly ease the pain. Ice sometimes aggravates the 
neuritis that often accompanies an acute or subsiding phlebitis. 
If there is no swelling of the ankle and no evidence of deep 
thrombosis, and the patient’s temperature and pulse are normal, 
she may be allowed to get up with an Unna’s paste boot or an 
elastic stocking. Later the white count and especially the sedi- 
mentation rate will give a fair estimate of the presence oi 
residual infection. This infection may have subsided in six 
months or may be present after ten years, especially if other 
foci of infection have not been eradicated. 

Further information on this problem requiring considerable 
clinical experience can be obtained by writing for a bulletin of 
the Varicose Vein Exhibit of the American Medical Associa- 
tion shown in Philadelphia in 1931, enclosing a 10 cent stamp. 


Vv 107 
1936 


a 
| 
= 


107 
NuMsBer 13 


GONORRHEA IN WOMEN 

To the Editor:—About two years ago a female patient contracted a 
gonorrheal infection. I saw her March 15, 1934, at which time she had 
gonococcic involvement of endocervix. This cleared up under local treat- 
ment. Apparently there was no involvement of the tubes. Smears were 
negative. In September 1935, following a menorfhagia, she again devel- 
oped a vaginal discharge, which was positive for the gonococcus. At this 
time there was slight tenderness and swelling of the right tube. There 
was no elevation of temperature. I began using nonspecific protein with 
local treatment and the discharge soon stopped. I later used a gonococcus 
filtrate intradermally, as there was still slight tenderness of the right tube, 
which was sta! palpable. At the present time smears, following menstrua- 
tion, from the cervix are negative. The tube is not tender but there is 
a strongly positive complement fixation test. Is this significant and what 
can be done about it? Please omit name and address. \f.D., Ohio. 


ANSWER.—A positive complement fixation test means that 
the patient has specific gonococcus antibodies still present in 
the blood stream. Since such specific antibodies are found only 
when gonococci are present in the body and disappear within 
several weeks after the disappearance of the gonococci, a care- 
ful search for the residual infection must be made. Such a 
residual infection may be found in the deeper cervical glands 
but is more frequently found in Skene’s ducts or in Bartholin 
glands. If the latter are palpable and enlarged, they are patho- 
logic and should be removed by radical surgical excision. 
Skene’s ducts demand especial attention, since chronic infec- 
tions are more persistent here than elsewhere in the female 
genital tract. If a secretion can be expressed from them by 
digital pressure or if they are thickened and cordlike, the duct 
outlets should be located in the floor of the urethra or imme- 
diately adjacent to the external urinary meatus, threaded on 
the blunt end of a needle and excised (see Curtis’s Textbook 
of Gynecology, Philadelphia and sane are W. B. Saunders 
Company, 1934). 

The possibility of reinfection ry also be borne in mind, 
since the patient had apparently at least one reinfection. 
male partner with a chronic infection can uce repeated 
infections in his partner. Coitus should therefore be forbidden 
under these circumstances. 


THROMBO-ANGIITIS OBLITERANS 

To the. Editor:—A patient gives a history of intermittent claudication 
that is a dull ache in the left leg on walking several blocks, relieved by 
rest. This first began four years ago and he has had several attacks so 
severe Ghat he was put to bed and once his leg was opened up and 
drained. Although the condition has been present continuously he has 
had spells when it is worse, especially in the winter. This affects only 
the left foot; the right one feels normal. He also complains of easy chilling 
of the left foot and he has noticed that the left toe nails grow much 
slower than the right. He has noticed too that the left foot often gets 
fiery red when in a dependent position. At present there is exquisite 
tenderness on pressure over the anterior midportion of the leg. He is 
a man, aged 43, of French and German ancestry. He states that he has 
never had syphilis and he smokes about a pack of cigarets daily. He 
gives a history of migrating transient soreness over various parts of the 
body. He is 67% inches (170.5 cm.) tall and weighs 165 pounds 
(75 Kg.). The temperature is 98.4 F., pulse 65, respiration 17. The 
systolic blood pressure is 115, diastolic 78. Red blood cells number 
4,890,000; the hemoglobin is 90 per cent; the white blood cells number 
8,600. The Wassermann reaction is negative. He has four crowned 
teeth, which have not yet been investigated as to the presence of infection. 
The eyegrounds show fulness of the veins but his physical examination is 
good otherwise except for the left leg. The dorsalis pedis pulse is absent, 
the posterior tibial faint, the foot shows dependent rubor and elevation 
pallor. There is slight swelling about the external malleolus and rather 
marked tenderness along the large vessels of the calf of the left leg. I 
have made a. diagnosis of thrombo-angiitis obliterans. I have forbidden 
him the use of tobacco and contemplate putting him to bed and giving 
him saline injections and postural exercises. Please comment on the 
diagnosis and outline briefly the treatment to follow. Please omit name 


and address. M.D., Wisconsin, 


ANSWER.—The history which the correspondent submits of 
his patient’s illness and his examination are quite compatible 
with the diagnosis of thrombo-angiitis obliterans. It is not 
clear what the correspondent means by the several severe attacks 
‘(apparently claudication) which necessitated surgical drainage 
of the leg. This is an extremely rare complication of thrombo- 
angiitis obliterans. Absolute cessation of smoking tobacco is 
advisable. It is doubtful whether it is necessary to keep the 
patient in bed. Good results have been reported by Samuel 
Silbert (Studies on Thrombo-Angiitis Obliterans [Buerger], 
THE JOURNAL, Sept. 17, 1927, p. 964) following the intravenous 
injection of hypertonic salt solution, but it is the experience of 
other investigators that the results are not very impressive. 
Avoidance of trauma to the feet is important. Great care should 
be exercised in trimming the nails. The application of medica- 
ments of an irritating nature should be judiciously avoided. The 
danger of contracting trichophytosis should be recognized and 
proper treatment should be given if the disease appears. Soft 
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woolen hose should be worn in cold weather. Postural exercises 
and contrast baths seem of some value, although it is difficult 
to evaluate them. The value of artificially induced fever by 
the intravenous injection of typhoid vaccine has been stressed 
by N. W. Barker (Results of Treatment of Thrombo-Angiitis 
Obliterans by Foreign Protein, THe JourNnaL, Sept. 19, 1931, 


. 841). 
The most effective method for the treatment of a 
is the use of tissue extracts, as reported by N. W. Barker, 
Brown and G. M. Roth (Am. J. M. Se. 189: 36 [Jan.] 
1935) ; and intermittent negative and positive pressure environ- 
ment may increase circulation to the extremities, a subject that 
has been reviewed by E. V. Allen and G. E. Brown (Inter- 
ma Pressure and Suction, THe JourNnat, Dec. 21, 1935, 


> When’ the condition of the patient is satisfactory, A. W. 
Adson and G. E. Brown have shown that sympathectomy 
may be beneficial (Thrombo-Angiitis Obliterans, THE JOURNAL, 
Aug. 13, 1932, p. 529). 

Reviews on’ the subject of thrombo-angiitis obliterans may 
be found in: 


Brown, ge apenas Obliterans, Surg., Gynec. & Obst. 
(Feb, 13) 
Brown, llen v.. and Mahorner, H. R.: Thrombo-Angiitis 


T 
Obliterans; ‘Clinica, Physiologie and Pathologic Studies, Philadelphia, 
W. B. ers Compa 928. 
Buerger, Leo: Disturbances of the Extremities, Includ- 
ing Gangrene, asomotor an rophic Disorders, Philadelphia, 
Saunders 
Scupha e Takats, Géza: — Vascular Diseases, 
TInt. 36: 530 (Sept.) 1935 


It is impossible to outline in a we words the treatment of 
thrombo-angiitis obliterans, which obviously must be varied to 
meet the various manifestations of the disease. 


UNILATERAL EDEMA 

To the Editor:—The communication in Tue Journat, January 18, 
page 238, under Queries and Minor Notes, on unilateral edema interests 
me because I now have under my care a case of unilateral edema for 
which I have been seeking an explanation. The patient is a woman, 
aged 81, to whom I was called January 11 on account of symptoms due 
to pneumonia of the left lower lobe (type II), which had originated five 
days before I saw her. On the sixth day under my care, my attention 
was called to a marked edema of the right hand, extending into the fore- 
arm and upper arm to a less degree. The skin was of normal color, the 
joints were flexible, there was no pain or tenderness, evidence of throm- 
bosis was absent, the heart and kidney functions were not such as to 
explain the condition, the fever subsided by lysis, respirations varied 
between 36 and 40, leukocytes numbered 42,900, and the percentage of 
polymorphonuclears was 92. January 21 an x-ray film showed opacity 
over the left lung, indicating fluid, associated with considerable pleural 
thickening. The heart was displaced far toward the right side. The 
compression of the right lung accentuated the degree of pathologic changes 
as viewed in the roentgenograms. There was also marked displacement of 
the trachea to the right. January 21, following this report, the chest 
was tapped in the tenth left interspace posteriorly and at that point a 
size 20 self-retaining catheter was introduced into the pleural cavity and 
closed drainage was instituted. At this time edema of the right upper 
eyelids was noticed. As drainage was not satisfactory, only 260 cc. being 
evacuated in about twenty-four hours, on January 22 another drainage 
catheter, size 22, was placed in the seventh interspace near the lower 
angle of the scapula and from this drainage appears to be sufficient. With 
relief of intrathoracic pressure, January 23, the edema had disappeared 
from the arm and hand and from the eyelid. Trying to discover the 
cause of the unilateral edema (which I do not recall ever to have 
previously seen, except as the result of some cbvious pathologic condi- 
tion), a consideration of the relationship of the great vessels near the 
base of the heart to the bony chest cage makes it appear likely that an 
increase in intrathoracic tension, together with a lateral displacement of 
the heart and trachea, could easily result in a partial obstruction of the 
innominate vein of one side, by compression between the trachea, innom- 
inate artery and the first rib, resulting in unilateral edema. This appears 
to me as the most likely cause of the condition in the case under my 
observation. The prompt disappearance of the edema coincident with 
relief of tension in the chest cavity would at least seem to indicate some 
relationship of the edema to the pathologic condition of the chest. I 
would like to have your opinion of this view. Although my case and 
that reported in Tue Journat are dissimilar in several important 
respects, such as parotitis being a forerunner of the chest conditions and 
edema in the latter and the occurrence of edema on the side opposite 
the chest lesions in my case and on the same side in the child with 
parotitis, is it not probable that in both cases the edema was due to 
compression of an innominate vein? 


Linpsay Peters, M.D., Alameda, Calif. 


ANSWER.—The explanation offered of the edema of the right 
upper extremity and the right upper eyelid in the case described 
in this communication seems reasonable enough under the cir- 
cumstances, but obstruction of an innominate vein could not 
cause the edema of the left leg as described in the query in 
Tue JourNAL, January 18. Mechanically, edema of the left leg 
can be caused only by obstruction to the venous return from 
the leg. 
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FREQUENT FRACTURES AND FRAGILITAS OSStUM 

To the Editor:—I have under my care an otherwise healthy man, 
aged 55, who has sustained several fractures from rather trivial causes. 
These have all been during the past four years. Healing has been quite 
satisfactory in each case. Complete studies have been impossible, but 
roentgen examination of the humerus (the site of the last fracture) 
shows a definitely thin shadow with a thin cortex and rather open 
trabeculation of the medulla. There are no cystic areas. There is no 
anemia; general nutrition is excellent and the dietary history average, 
except for rather constant use of alcohol. Serum phosphorus is 3.29 
and calcium 9.5 mg., per hundred cubic centimeters. The provisional 
diagnosis is osteomalacia. The patient has been advised to take viosterol 
60 drops a day and calcium gluconate 5 Gm. a day, and foods high in 
calcium have been recommended. Please advise as to probable diagnosis 
and comment on the treatment. Does fragilitas ossium ever make its 
appearance so late in life? Please omit name and locality. 


M.D., Canada. 


Answer.—True fragilitas ossium of the type seen in chil- 
dren does not occur later in life. Decalcification of the skele- 
ton to a sufficient extent to lead to frequent fractures in adults 
of the age period of the patient are usually due to metastatic 
lesions, hyperparathyroidism or osteomalacia. Since these frac- 
tures have been occurring over a period of four years during 
which time the patient’s health has not been seriously impaired 
and the fractures themselves have united, malignant conditions 
would appear to have been ruled out. The relatively normal 
phosphorus and calcium figures cast a definite doubt on any 
tentative diagnosis of hyperparathyroidism. There have been 
several proved cases of adenomas of the parathyroid glands 
with decalcification of the skeleton and fractures in patients 
who had a relatively normal content of calcium and phosphorus 
in the blood. These patients, however, were excreting abnormal 
amounts of calcium in the urine. It would seem more likely 
that the patient in question is suffering from the senile type of 
malacia, which is not necessarily due to excessive excretion of 
calcium or inadequacy of the diet but to faulty absorption from 
the intestinal tract. If the patient is suffering from inning 
cirrhosis of the liver as a result of the constant use of alcohol, 
inadequate absorption of calcium might be explained, in part 
at least, by dysfunction of the biliary system. 

The suggestions for treatment that have been outlined are 
satisfactory. It would be quite safe to double the amount of 


viosterol and of calcium gluconate by gradually oe 


these doses. Although it would be purely empirical, the possi 
bility that the patient is suffering from some degree of liver 
injury would justify giving some bile salts in addition to the 
program outlined. Sun baths or ultraviolet treatments may 
be of value in disturbances of calcium metabolism. 


ACIDITY AND ALKALINITY OF STOOLS 
To the Editor:—Will you kindly inform me in detail how to perform 
a test for total acidity and total alkalinity of stools. What are the 
normal figures of total acidity and total alkalinity of stools? 
Boris Kapitan, M.D., New Bedford, Mass. 


Answer.—Stools are ordinarily neutral in reaction to litmus 
paper, although acid and slightly alkaline stools are seen under 
normal conditions. An acid reaction is less frequent and com- 
monly follows a vegetable diet. The acid reaction is due to the 
presence of lactic or butyric acid and is indicative of fermenta- 
tion in the intestinal canal. 

In testing the reaction of the stools, litmus is usually 
employed. Moisten red and blue litmus paper with distilled 
water and place on a clean glass slide, then rub on a fragment 
of feces, observing the change of color. Or a small amount 
of feces is placed in a test tube and a suspension is made in 
water. A watery solution of tincture of litmus is prepared and 
a few drops of the fecal suspension added. If the turbidity of 
the suspension interferes with the reading, the suspension may 
be centrifugated or filtered. Another good test is the use of a 
1 per cent alizarin solution. To a drop of this solution on 
white porcelain add a drop of the feces suspension or filtrate. 
An alkaline reaction is indicated by a reddish violet to violet, 
neutral no change, and acid a light yellow. The density of 
the color depends on the amount of acid or alkali present. 

A meat diet has a tendency to produce an alkaline reaction. 
As putrefaction increases alkalinity and fermentation increases 
acidity, the test must be done soon after passage of the stool. 
Excess of fat increases acidity from the formation of fatty 
acids. Rapid peristalsis may increase the acidity. Chronic 
processes, as tuberculosis or amebiasis, tend to produce an 
alkaline reaction. Pancreatic obstruction leads to fatty stools 
with increased acidity; a block in bile outflow gives an acid 
stool if there is associated pancreatic disease. If there is no 
pancreatic disease, the stools are usually alkaline. N 
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Thus, the reaction of the stools varies with the diet, motility 
of the intestinal contents, predominance of putrefaction or 
fermentation, intestinal disease, biliary or pancreatic obstruc- 
tion, and other factors. There is no standard method for deter- 
mining the total acidity or alkalinity of the feces. Extraction 
of a weighed amount of feces with distilled water, filtration, and 
titration with tenth normal sodium hydroxide, or acid, will 
determine the total acidity or enggreagy per hundred grams. 
Such a method would be similar to that now employed in 
determining the total acidity ‘of urine. 


DISTURBED METABOLISM AND POSSIBLE 
NARCOLEPSY 

To the Editor :—A girl, aged 17 years, well nourished, with family and 
personal history negative except that she has had measles and chicken- 
pox when a child, was normal and peppy before she began to menstruate. 
Since then she has been drowsy, rather listless and wants to sleep most 
of the time. The menstrual functions are normal in every way and 
physical examination gives negative results. Her progress at school is 
poor and she does not take a great deal of interest in things about her. 
I have given her thyroid extract because her eyelids are a little puffy 
and hér facial expression rather suggests that of an acromegaly, but the 
symptoms did not improve. It would seem that the case is one of dis- 
turbed metabolism, E. D. Aucspurcer, M.D., Menno, S. D. 


ANSWER.—The information given in the inquiry is not ade- 
quate for a diagnosis. Detailed examination may be necessary. 
It is probable that the general metabolism is not greatly dis- 
turbed, as the patient menstruates normally. The basal metabo- 
lism should be determined after administration of thyroid has 
been discontinue@ for some time. If the metabolism is low, 
it should be elevated to normal with thyroid extract ; if it is 
normal, medication with thyroid is inadvisable. If improvement 
is associated with elevation of the metabolic rate, treatment 
should be continued under careful control with determinations 
of the metabolic rate until the maintenance amount of thyroid 
is determined. If elevation of the metabolism does not- cause 
improvement in symptoms, it is doubtful that this type of 
treatment need be continued. 

The symptoms mentioned may be those occasionally experi- 
enced by normal adolescents, may be manifestations of organic 
intracranial lesions such as tumor or encephalitis, or may be 
early representations of a psychosis or of numerous organic 
diseases. If no definite diagnosis, requiring appropriate treat- 
ment, can be established, it might be well to try ephedrine 
sulfate in amounts of 25 to 50 mg. three or four times daily 
(Daniels, L. E.: Narcolepsy, Medicine 18:1 [Feb.] 1934) or 
benzedrine in amounts of from 10 to 40 mg. three times daily 
(Prinzmetal, Myron, and Bloomberg, Wilfred: The Use of 
Benzedrine for the Treatment of Narcolepsy, THe JourNat, 
Dec. 21, 1935, p. 2051). It is supposed that the patient has 
adequate sleep and outdoor recreation. 


EPILEPSY 

To the Editor:—I have under my care a white girl, aged 13 years, 
who a day or two prior to the onset of her menses has a seizure con- 
sisting of unconsciousness, defenseless falling, pallor and muscular 
rigidity. The attack lasts two or three minutes with no after-effects. 
The menses began at 11 and occur regularly every twenty-six to thirty- 
four days. Physical examination is negative. Laboratory tests are nega- 
tive except for a slight secondary anemia. Her past history is negative 
and there is no familial history of epilepsy. Several times in the past 
she has had nocturnal enuresis the night before her menstrual onset. 
I attribute this to nocturnal attacks of epilepsy. She is an active girl, 
is very cooperative and has an excellent environment. My present treat- 
ment consists of general hygienic care, iron and ammonium citrate, a 
high fat diet and 15 grain (1 Gm.) doses of bromides three times daily. 
This has lessened the severity of the attacks but has not reduced the 
number. I would appreciate any suggestions as to treatment. Do you 
feel that bromide or phenobarbital medication the week prior to the 
onset of the menses would be more desirable? Please omit name. 


M.D., Ohio. 


ANSWER. — The attacks described suggest short grand mal 
seizures of essential epilepsy. It is assumed that the first 
seizures began with the menses at 11. In the treatment it 
would be advisable to use the high fat diet according to the 
directions of the introducer; that is, be sure that the carbohy- 
drate allowance does not exceed 15 Gm. daily, the protein 
1 Gm. per kilogram of body weight, and the fat in increasing 
amounts as much as necessary or as can be tolerated, to pro- 
duce ketosis. The fluids should be restricted to 1,000 cc. daily. 
If medication becomes necessary after the ketogenic diet has 
been given a trial, phenobarbital is much more desirable than 
the bromides. It should be given for one week preceding the 
menses in doses of 0.03 Gm. three times a day, increased to 
0.05 Gm. if necessary. 
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13. QUERIES AND 
DEMINERALIZATION AFTER FRACTURE 

To the Editor :—On- Jan. 29, 1936, a woman, aged 50, sustained a frac- 
ture of the right wrist. Roentgen examination the same day revealed 
a Colles fracture with only a slight displacement of the fragments. Next 
day under an anesthetic the fracture was reduced and put in a “sugar 
tong” splint. Later roentgen examination revealed good reduction and 
fragments in good position. The patient was advised to use her fingers 
and to abduct the arm a number of times a day. She got along nicely 
for two and one-half weeks without pain or difficulty. I was called one 
day for pain in the elbow. Thinking that the splint had slipped, I 
removed it, cut it down at the elbow and replaced it. The patient 
thought it was too loose, but I told her to let me know the next day 
and I would tighten it. Next day she called me; her hand had swollen 
considerably and so I removed the cast again and adjusted it. I advised 
massage and bathing in hot salt solution. I took a third roentgenogram 
a few days later and found nothing wrong with the fracture; the position 
was good. Since that time I have removed the cast entirely and advised 
massage, heat treatment and soaking in hot salt solutions. To date, the 
swelling has persisted in the hand, the fingers are markedly swollen, and 
she cannot use the hand in either adduction or abduction without con- 
siderable pain. She cannot bend the little and ring fingers at all. Can 
you advise me what has happened in this’case and what is to be done? 
There seems to be pain in the shoulder also which she did not have for 
about three weeks. I have no galvanic or faradic current. Please let 
me know at once. Kindly omit name and address. \Dp., New York. 


ANSwWER.—The inquirer should have noted the mineral con- 
tent of the bone of the hand, wrist and shoulder. This may 
be a case of demineralization following trauma (a very com- 
mon lesion). There may be a neurocirculatory aspect produc- 
ing an osteoporotic lesion. There may be an element of 
causalgia in this case. 

splint and active movements should be tried. Heat often 
exaggerates this type of pain. Electricity may do likewise. 
Massage by the patient using her other hand may do more 
good than physical therapy by a trained person. 

With regard to calcium balance there may be a glandular 
element, owing to the age of the patient, who is in the climac- 
teric phase. Calcium gluconate plus a high calcium diet may 
be of value. 

Concerning the shoulder, it is well known that as a result 
of concussion followed by hemorrhage and adhesions which 
occur in the shoulder, following a fracture of the wrist, a 
traumatic arthritis may supervene. 


LOW BACK PAIN AND POSTURE 

To the Editor:—I am treating a married woman, aged 22, who has 
been complaining of low back pain and frequency of urination for the 
past four months. Physical examination shows only an exaggerated 
lumbar curvature (anteroposterior) of the spine. There is also a slight 
degree of round shoulders. Pelvic examination is negative, as are 
repeated urinary examinations. Would the lordosis be sufficient reason 
for the symptoms? If so, what treatment can be suggested. Please omit 
mame. M.D., New York. 


Answer.—Low back pain, in the absence of any organic 
disease, is not infrequently due to chronic faulty posture. In 
the case described it would be significant to determine by x-rays 
whether or not the primary anteroposterior curve is that of 
the dorsal spine as suggested by the round shoulders or of the 
lumbar spine. Anterior wedging of the dorsal vertebral bodies 
and a rigid rounding of the back are commonly caused by 
changes described as vertebral epiphysitis. The forces of 
gravity require a compensatory lordosis of the lumbar spine to 
keep the body weight in balance. This causes a more acute 
angle between the fifth lumbar vertebra and the sacrum. The 
wae that should be borne squarely on the fifth lumbar verte- 
bral body and transmitted through this body to the sacrum is 
therefore shifted backward to the small lateral articulations. 
These articulations are not adequate to carry this weight load 
and hence pain may be expected. 

Treatment for backache of the type that has been described 
consists of an attempt to correct the mechanics of the spine. 
This calls for a program of physical therapy. Exercises are 
given that will tend to correct both the dorsum rotundum and 
the pelvic tilt and thus relieve the strain at the lumbosacral 
angle. Such exercises can be safely taken only in the recum- 
bent position and include head and shoulder raising while lying 
both face downward and on the back. Exercises of this type 
will tend to straighten the dorsal spine and to strengthen the 
abdominal muscles. Assuming the knee-chest position tends to 
flatten the lumbar spine and further correct the pelvic tilt 
and the lumbosacral angle. Exercises are indicated also for 
stretch'"g the iliotibial band and the flexors of the thighs, 
both ot which become shortened secondary to the chronic down- 
ward tilt of the front of the pelvis. 

A well reinforced corset or brace should be worn that will 
help to support the abdominal muscles and correct the pelvic 
tilt. Shoulder straps attached to the brace remind the patient 
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to stand straight, with shoulders back. If this type of program 
is followed, relief from pain and functional recovery for the 
average patient can be expect 


INTRACTABLE INSOMNIA 

To the Editor :—Intractable insomnia in a patient of mine, a section 
foreman, aged 51, puzzles me greatly as to its cause and management. 
Physical examination shows all systems of the body apparently normal. 
His weight is 166 pounds (75 Kg.), height 5 feet 5 inches (165 cm.) 
and blood pressure 120 systolic, 80 diastolic. His father died of cancer 
and his mother died of apoplexy and there is no history of insanity any- 
where in his ancestry. One brother and three sisters are all in good 
health. He had typhoid at the age of 15 and appendicitis fourteen years 
later but no other illnesses or complaints until eleven years ago, when 
he was unable to sleep for ten days. Now he has not had three nights’ 
sleep with or without sedatives for three weeks; 0.3 Gm. of amytal one 
night gave him no sleep and 0.5 Gm. the following night resulted in one 
hour of sleep, and he was taking regular doses of bromides besides. 
Please state whether you think he might be helped by properly directed 
psychotherapy or if he may improve under medical management, and 
outline course. Please omit name. M.D., Washington. 


Answer.—In a man of 51, intractable insomnia may occur 
from many organic conditions, particularly of the central nervous 
system. Cerebral arteriosclerosis without hypertension, is one 
of the more common causes; examination of the peripheral, 
and more especially the retinal, arteries may help in the diag- 
nosis. The family history of apoplexy should also be considered 
in this light. Brain tumor and neurosyphilis call for special 
investigation of the retinal fundi, blood and cerebrospinal fluid. 

The majority of cases of insomnia, especially of the intrac- 
table, periodic type, have a psychogenic origin. In many 
instances, however, the physician is taxed to his utmost to find 
the cause. Simple anxieties and worries usually have their 
basis in fear: fear of poverty, of ill health, of unworthiness or’ 
of domestic insecurity. In men of 50, cancer of the prostate, 
—— or “shock” are the principal causes of anxiety regarding 

ealth. 

It must not be forgotten, moreover, that insomnia is a fre- 
quent symptom of mental disease, particularly in the manic- 
depressive states. Mild manic phases, periodic in character and 
often not associated with depressions, are most often evidenced 
by insomnia. This, perhaps the most frequent cause of all, is 
also least often thought of by physicians. In such instances the 
normal sleep rhythm may be resumed in a few weeks. -A 
patient passing through a period of insomnia, unless it is of 
very brief duration, needs and should receive the appropriate 
sedatives. Sleep thus brought about may cut short a more 
severe mental illness. 


BLOOD CHOLESTEROL DETERMINATIONS AND 
BASAL METABOLIC RATES 

To the Editor :—What reaction does the blood cholesterol level have to 
the basal metabolic rate in children? Can this determination be used 
in ascertaining hypothyroid and hyperthyroid states, without requiring the 
use of a metabolism machine? The reports in the literature to date dis- 
credit the use of this blood test in determining altered thyroid states in 
adults. Epwarp Suckte, M.D., Coatesville, Pa. 


Answer.—Determination of the total blood cholesterol is of 
definite value in corroborating the diagnosis of hypothyroidism 
in children just as it is in adults. It is of no special value in 
the diagnosis of hyperthyroidism in children or adults except 
that hyperthyroidism is not likely to be present if the total blood 
cholesterol’ is over 200 mg. per hundred cubic centimeters. 
Reports that tend to discredit the value of the blood cholesterol 
in the diagnosis of myxedema refer to hypothyroidism, a term 
confused with hypometabolism. Primary thyroid deficiency 
gives rise to myxedema even though the individual may not 
present all the clinical features of the disease. Total thyroid- 
ectomy is followed by myxedema and hypercholesterolemia even 
in a few cases in which the basal metabolic rate does not drop 
significantly. Hypercholesterolemia may be due to other causes, 
some of which may not always be ascertained. If there is a 
suspicion of myxedema in these cases, a therapeutic trial of 
desiccated thyroid is as justified as when a low metabolic rate 
is found. here are more low metabolisms found which are 
unassociated with thyroid deficiency than there are with thyroid 
deficiency. Myxedema is still a comparatively rare diseasé. 

Since basal metabolic rates are difficult to obtain in children, 
and since the standards for calculating the basal metabolic rate 
in children are far from satisfactory, a high blood cholesterol 
in a child, along with some clinical evidence of thyroid deficiency 
(bone, age, skin, mental reaction) is as reliable as any labora- 
tory procedure. 

Various methods of determining blood cholesterol do not 
give consistent results, so that it is important to know the 
normal range by any given method. 
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Medical Examinations and Licensure 


COMING .EXAMINATIONS 
STATE AND TERRITORIAL BOARDS 


ALABAMA: Montgomery, June 29-July 1. Sec., Dr. J. N. Baker, 519 

Dexter Ave., Montgomery. 
Phoenix, Oct. 6-7. Sec., Dr. J. H. Patterson, 826 Security 

Bidg., Phoenix. 

Arkansas: Basic Science. Little Rock, Nov Sec., Mr. Louis E. 
701 Main St., Little Rock, Medical 

10. .. Dr. A. S. Buchanan, Prescott. Medical (Eclectic). Li 

Rock, Nov. 10. Sec., Dr. Clarence H. Young, 207% Main St., Little 
CaLiForRNIA: Sacramento, Oct. 19-22. Sec., Dr. Charles B. Pinkham, 
420 State Office Bldg., Sacramento. 


Cotorapo: Denver, Oct. 6. Sec., Dr. Harvey W. Snyder, 422 State 
Office Bldg., Denver. 

Connecticut: Basic Science. New Haven, Oct. 10. Prerequisite to 
license examination. Address, pam Board of Healing Arts, 1895 Yale 
Station, New Haven. Medical. Hartford, Nov. 10-11. Endorsement. 
Hartford, Nov. 24. Sec., Dr. Thomas P. Murdock, 147 W. Main St., 

eriden 


Detaware: Dover, July_13- as Sec., Medical Council of Delaware, 


Dr. Joseph S. McDaniel, Dove 


District oF COLUMBIA: Wa ashin ngton, Jan. 11-12. Sec., Commission 
on Licensure, Dr. George C. Ruhland, 203 District Bldg., Washington. 

Fioripa: Jacksonville, Nov. 16-17. Sec., Dr. William M. Rowlett, 

. Box 786, cae 

Georcia: Atlan Oct. Joi Examining Boards, 
Mr. R. C. Capital Atlan 

Hawa: Honolulu, Oct. 12-15. Sec., . James A. Morgan, 48 
Alexander Bldg., Honolulu. 

DAHO: Boi Oct. ’6. Commissioner of Law Enforcement, Hon. 
Emmitt Pfost, 208 og House, Boise. 

Chica Oct. 20-22. Superintendent of Registration, 


glace of Registration and Education, Mr. Homer J. Byrd, Spring- 
x Basic Science. Des —. Oct. 13. Sec., Prof. Edward A. 
Benbrook, Iowa State College, Ames 
Kansas: Topeka, Dec. 8-9. Sec., Board of Medical Registration and 
Examination, Dr. C. H. Ewing, 609° Broadway, Larned. 


Kentucky: Louisville, Dec. 2-4. Sec., State Board of Heaith, Dr. 
T. McCormack, 532 W. a St., Louisville. 
Louisiana: New Orlea December. Sec., Dr. Roy B. Harrison, 


Hibernia Bank Bldg, Orleans. 


Maine: Portland, Nov. 3-4. Sec., Board of Registration of Medicine, 
Dr. Adam P. Leighton, 192 State St., Portland. 
MaryYLann: Regular. Baltimore, Dec. 8 Sec., Dr. John 


J T. O'Mara, 

1215 Cathedral St., Baltimore. Home yg on Baltimore, Dec. 8-9. Sec., 

Dr. John A. Evans, 612 W. 40th St., Baltimore. 

MASSACHUSETTS: Boston, Nov. 17-19, Sec., Board of Registration in 
Medicine, Dr. Stephen — 413-F State House, Boston 


Micuican: Lansing, 14-16. Sec., Board of Registration in 
Medicine, Dr. J. 202-3-4 Hollister Bldg., Lansing. 
Minnesota: Basic Scien Min 6-7. Sec., Dr. J. 


neapolis, 
Charnley McKinley, 126 Millard Hall, University of Minnesota, Minne- 
—. Medical. inneapolis, Oct. 20-22. Sec., Dr. Julian F. DuBois, 
350 St. Peter St., St. Paul. 


Missouri: Kansas City, Oct. 21-23. State Health Commissioner, 
Dr. E. T. McGaugh, State Capitol Bldg., tay erson City 

Montana: Helena, Oct. 6. Sec., Dr. S. A. Einar. 7 W. 6th Ave., 

Nepraska: Basic Science. Lincoln, Oct. 6-7. Dir. : Bureau of Exam- 


ining Boards, Mrs. Clark Perkins, State House, Lincol 
EW Jersey: Trenton, Oct. 20-21. Sec., Dr. , ole J. McGuire, 


28 W. State St., Trenton. 

New Mexico: Santa Fe, Oct. 12-13. Sec., Dr. Le Grand Ward, 
Santa Fe. 

Nortu Caroiina: Endorsement. Raleigh, Nov. 30. Sec., Dr. Ben J. 
a Sov 503 Professional Bldg., Raleigh. 


tH Daxota: Grand Forks, Jan. 58. Sec., Dr. G. M. Williamson, 
ax 3rd St., Grand Forks. 
Oxtanoma: Oklahoma City, Dec. 9. Sec., Dr. James D. Osborn, Jr., 
Frederick. 
Orecon: Basic Science. poumeae. Nov. 21. Sec., Mr. Charles D. 


Byrne, “Gy of Oregon, Euge Medical. Portland, Jan. 5-7, 
Sec., Dr. Joseph Wood, 509 Selling ’ Bldg. Portland. 

Ruope Istanp: Provi dence, Oct. 1-2. Chief, Division of Examiners, 
Mr. Robert D. Wholey, 366 State Office Bldg., Prov idence 


Sours CaRoLina: Nov. 10. Sec., Dr. A. Earle Boozer, 


505 Saluda Ave., Colum 

Souta Dakota: — Pi 19-20. Dir., Division of Medical Licen- 
sure, Dr. Park B. Jenkins, Pierre. 

TENNESSEE: Le ig Sept. 29-30. Sec., Dr. H. W. Qualls, 130 


— Ave., Memp 
xas: Waco, Nov. 10-12. Sec., Dr. T. J. Crowe, 918-19-20 Mercan- 
Bldg. llas 


VERMONT: Burlington, Feb. 10-12. Sec., Board of Medical Registra- 
tion, Dr. W. Scott Nay, Underhiil. 
Vircinta: Richmond, Dec. 9-13. Sec., Dr. J. W. Preston, 28% 
— Road, Roanoke. 
West VirGinta: Wheeling, Oct. 12-14. State Health Commissioner, 
Dr. Arthur E. McClue, Charleston. 


WISCONSIN: Madison, Jan. 12-14. 
South Layton Blvd., Milwaukee. 

Wryominc: Cheyenne, Oct. 5. 
Bidg., Cheyenne. 


Sec., Dr. Henry J. Gramling, 2203 
Sec., Dr. G. M. Anderson, Capitol 


SPECIAL BOARDS 

AMERICAN peer OF DERMATOLOGY AND SYPHILOLOGY: 
une. Sec., . Guy Lane, 416 Marlboro St., ston 

AMERICAN orfend OF INTERNAL MEDICINE: Written examination will 
be held ay em in different centers of the United States and 
Canada in Dec Practical or clinical examination will be given in 
St. Louis in April. Chairman, Dr. Walter L. Bierring, 406 Sixth Ave., 

s Moines, 


Philadelphia, 


AMERICAN Boarp oF Opstetrics AND GYNECOLOGY: Written exami- 
nation and review of case histories of Group B candidates will be held 
in various cities in the United States and Canada, Nov. 7. Sec., Dr. 
Paul Titus, 1015 Highland Bldg., Pittsburgh (6). 

AMERICAN Board oF ORTHOPAEDIC SURGERY: gy Jan. 9. 
Sec., Dr. Fremont A. Chandler, 180 N. Michigan Ave., Chica 

AMERICAN Boarp or Pepiatrrics: San Francisco, Oct. 524, Balti- 
more and Cincinnati in November. Sec., Dr. C. A. Aldrich, 723 Elm St., 
New York, Dec. 
Sec., 


Winnetka, III. 
AMERICAN Boarp oF PsycHIAtTRy AND NEUROLOGY: 

29-30. Application must be sent to the Secretary before Oct. 30. 

Dr. Walter Freeman, 1028 Connecticut Ave., Washington, D. 
AMERICAN Boarp oF UroLoGy: Chicago, Dec. 4-6. Sec., Dr. Gilbert 

J. Thomas, 1009 Nicollet Ave., Minneapolis. 


Iowa Reciprocity and Endorsement Report 
Mr. H. W. Grefe, director, Division of Licensure and Regis- 
tration, reports 9 physicians licensed by reciprocity and 5 
physicians licensed by endorsement from Jan. 15 through June 
30, 1936. The following schools were represented: 


Schoo LICENSED BY RECIPROCITY 
College of Medical Evangelists................00005 (1925) California 
University of Georgia School of Medicine........... (1933) eorgi 
Indiana University School of Medicine.............. (1934) Indiana 
University of Minnesota Medical School............. (1935) Minnesota 
Washington University School of Medicine.......... (1933) Missouri 
Ohio State University College of Medicine........... (1926) Ohio 
University of Vermont College of Medicine......... (1918) Minnesota 
University of Wisconsin Medical School............. (1933) Maine 
University of Toronto Faculty of Medicine........... (1928) New York 

School LICENSED BY ENDORSEMENT P 
Northwestern Medical School........... B. M. Ex. 
Rush Medical (19 . B. M. Ex. 
Harvard University Medical School................. qi9 2)N. B. M. Ex. 
University of Minnesota Medical School......(1934), (1938)N. B.M. Ex. 


Nebraska June Examination 


Mrs. Clark Perkins, director, Bureau of Examining Board, 
reports the written examination held in Omaha, June 9-10, 
1936. The examirlation covered 10 subjects and included 88 
questions. An average of 75 per cent was required to pass. 
Seventy-three candidates were examined, all of whom passed. 
The following schools were represented : 


School PASSED 


Grad 
Creighton School of 4), (1936, 12 


University of Nebra (1933) 


Nine physicians were licensed by reciprocity and 1 physician 
was licensed by endorsement from January 8 through July 16. 


The following schools were represented : ; 
School LICENSED BY RECIPROCITY Gra 
University of Colorado School of Medicine.......... Colorado 
tate Univ. of lowa College of Medicine. . (1929), (19333 lowa 
t. Louis University School of M Missouri 
Washington University School of Medicine.......... Missouri 
University of Nebraska College of Medicine. . (1929), (1932) Kansas 
University of Tennessee College of Medicine........ (1930 Missouri 
ylor University College of Medicine.............. (1924) Texas 
School LICENSED BY ENDORSEMENT | 
McGill University Faculty of Medicine............. (1934) N. B. M. Ex. 


North Dakota July Report 
Dr. G. M. Williamson, secretary, North Dakota State Board 
of Medical Examiners, reports the oral and written examina- 
tion held in Grand Forks, July 7-10, 1936. The examination 
covered 13 subjects and included 100 questions. Eight candi- 
dates were examined, all of whom passed. One physician was 
licensed by reciprocity and 2 physicians were licensed by 


endorsement. The following schools were represented: 
Year Per 
School PASRED Grad. Cent 
Indiana University School of Medicine...... (1934) 80.4 
University of Louisville School of Medicine Per re (1935) 80.3 
Tufts College Medical School.............cscccececes (1935) 84.9 
Medical School. (1932) 85.8, 

) 

University of Nebraska College of Medicine........... (1934) 80.5 
Marquette University School of Medicine............. (1936) 81.4 
School LICENSED BY RECIPROCITY 
St. Louis University School of Medicine............ (1933) Missouri 
School LICENSED BY ENDORSEMENT P 
Northwestern University Medical aed ee (1930)N. B. M. Ex, 


University of Minnesota Medical School.,........... (1931) N. B. M. Ex. 
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Diagnostic Roentgenolegy. Edited by Ross Golden, M.D., Professor of 
Radiology, the College of Physicians and Surgeons, Columbia University. 
Fabrikoid. Price, $20. Pp. 854, with 964 illustrations. New York & 
Edinburgh: Thomas Nelson & Sons, 1936. 

This volume is a noteworthy American contribution. The 
authors of the various chapters have been carefully selected, 
so that the book represents a consensus orf diagnostic roent- 
genology. In his introduction, Dr. Golden states that the 
information obtained from a roentgen examination, even when 
it points clearly to a definite pathologic diagnosis, must be 


laboratory observations. This can best be accomplished by the 
cooperation of the clinician and the radiologist. The former 
must not expect his clinical impression always to be confirmed 
and must be prepared at times to discard certain preconceived 
ideas with regard to a case; the latter, while considering the 
clinical evidence and “what ought to be there,” must at the 
same time keep an objective and unbiased point of view to 
avoid overlooking something unsuspected by the clinician. Even 
when a positive diagnosis cannot be made, information of great 
aid may be obtained. The importance of cordial sympathetic 
cooperation of clinician and roentgenologist and frank discus- 
sion of specific clinical problems cannot be overemphasized. 
Allen O. Whipple, in the foreword, points out that no single 
diagnostic measure has so profoundly altered the diagnosis 
and rationale of the therapy of diseases’ requiring surgery as 
has ‘the discovery of Roentgen with its subsequent develop- 
ments. The roentgenologist should be as well trained in the 
fundamentals of medical science as the physician or surgeon 
and should have a real experience in clinical medicine as intern 
and resident. Without this training he cannot discuss the 
patient intelligently with his associate clinicians. 

In the foreword also W. W. Herrick states that, while it 
may be debated whether the best results for the patient and 
for the science of roentgenology may not follow limiting its 
practice to the specialist, the advantages of having all factors 
in diagnosis, including the roentgenologic, under the immediate 
control of the clinician, with the continuity of observation and 
the saving of time thus brought about, cannot be denied. The 
increasing tendency for the clinician to make and interpret his 
own roentgenograms may lead to an exaggeration of the impor- 
tance of the method and to direct error. 

Chapter I, by Cornelius G. Dyke, concerns the roentgen 
diagnosis of diseases of the skull and intracranial contents. 
The roentgenologic criteria for the diagnosis and treatment of 
cranial and intracranial lesions have been set forth as briefly 
as is commensurate with accuracy, Chapter II, on the roent- 
gen examination of the paranasal sinuses and the mastoids, is 
by G. W. Grier. The description of the positioning of the 
patient to be roentgenographed is good, although it is felt that 
sketches illustrating graphically the relation of the central ray, 
the angle of the skull and the position of the film would be 
clearer. The author fails to mention the Rheser position, 
which frequently gives differential evidence in the anterior and 
posterior ethmoidal cells, and also the Stenvers position for 
demonstrating the petrous tip cells, which is the reverse of the 
Granger position, the petrous being projected through the tem- 
poral bone. 

Chapter III, by Coleman B. Rabin, is on the radiology of 
the chest. <A brief description of atelectasis and emphysema 
is followed by an excellent discussion of the pneumonias and 
the various forms of pulmonary tuberculosis. After short dis- 
cussions of the unusual infections of the lungs (fungous dis- 
eases, psittacosis, echinococcosis) only one page is devoted to 
pneumoconiosis. There are fifteen pages on primary and 
metastatic lung tumors, and thirty pages on diseases of the 
pleura, diaphragm and mediastinum, 

Chapter IV, on the clinical roentgenology of the cardiovas- 
cular system is by Hugo Roesler. This sixty-seven page 
chapter contains an excellent discussion of the roentgen exami- 
nation in the various diseases of the heart and aorta. The 
introduction includes a discussion of the technic of fluoroscopy 
and orthodiagraphy, cinematography and kymography. The 


correlated with the history, the physical examination and the — 
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anatomy and measurements of the cardiovascular system cover 
seventeen pages. The clinical considerations are divided into 
(1) dilatation, (2) appearances from the standpoint of etiology, 
(3) structural changes, (4) widening, elongation and increased 
density of the aortic shadow, (5) diseases of the pulmonary 
artery, (6) pericardial disease and (7) congenital cardiovascular 
malformations. This chapter, for its size, is one of the best 
discussions of the value of roentgenology in cardiovascular 
disease that has appeared in English. 

Chapter V, on the roentgen examination of the digestive 
tract, by Ross Golden, covers eighty-six pages and includes 
discussions on the esophagus, stomach, duodenum, jejunum and 
ileum, large intestine and gallbladder. The correlation of the 
roentgen and pathologic examinations is commendable. * 

Chapter VI, on the roentgen diagnosis of diseases of bones, 
is by Paul C. Hodges, D. B. Phemister and Alexander 
Brunschwig, and the editor could have chosen no better quali- 
fied group. The discussion deals with diseases of bones and 
joints but does not include consideration of fractures, dislo- 
cations or postparalytic deformities and the operative procedures 
calculated to correct them. In this chapter discussion of the 
normal has been made brief, partly because of space limitation, 
partly because excellent atlases of the normal are available 
in the English languagg The chapter includes the roentgen 
appearance of the normal skeleton, the skeleton of the child, 
generalized alteration in bone density, congenital anomalies of 
skeletal development, infections and parasitic involvement of 
the bones, bone changes in endocrine disturbances, bone changes 
due to metabolic disturbances, aseptic necrosing lesions of bone, 
chronic arthritis, abnormal deposition of bone calcium in soft 
tissue, bone changes produced by certain physical and chemical 
agents, neuropathic lesions of bones and joints, pulmonary 
osteo-arthropathy, melorheostosis, bone and joint changes in 
hemophilia, xanthomatosis of bones, bone changes associated 
with congenital arteriovenous aneurysm, congenital varicosities 
in the extremities, bone changes in neurofibromatosis, Paget's 
disease of bone, osteitis fibrosa cystica, multiple fibrocystic 
disease, hyperparathyroidism and bone tumors. The excellent 
charts of Camp and Cilley on the normal development of 
roentgenologically important bones and epiphyses and by Paul 
Hodges on the development of the human skeleton are 
reproduced. 

Chapter VII, on the roentgen diagnosis of spinal cord tumors. 
by Cornelius G. Dyke, is a most valuable one because this is 
a new and important field. The chapter includes roentgen 
signs of intramedullary, extramedullary and extradural types of 
tumors. The section on the use of iodized o#l includes technic 
and interpretation. The comparatively new work of the mea- 
surements between the pedicles, known as the interpediculate 
distance, by Elsberg and Dyke is commendable. A chart is 
included showing the extreme and usual interpediculate mea- 
surements of each vertebra in millimeters, from the second 
cervical to the fifth lumbar inclusive. The recognition of 
intraspinal neoplasms by means of roentgenograms is based, 
mostly, on a thorough knowledge of the size and shape 
of the spinal canal and the appearance of the individual parts 
of the vertebrae. Contrary to the accepted belief, it is fre- 
quently possible to determine the character of the growth, 
and whether it is extramedullary or extradural, from the roent- 
genograms. Neoplasms of the spinal cord and its coverings 
and also of the nerve roots, unlike intracranial tumors, do not 
produce a generalized reaction on the vertebrae which can 
be seen in the roentgenograms. However, they often provoke 
changes in the contiguous vertebrae and may alter the sur- 
rounding soft tissues over a limited area corresponding to the 
site of the growth. The factors on which a diagnosis is based 
are (1) bone destruction, (2) appearance of and measurement 
between the pedicles, (3) distortion of the paraspinal tissues, 
(4) bone proliferation, (5) abnormalities of the intervertebral 
disks, (6) kyphosis and scoliosis, and (7) calcification. The 
first three are the most important. 

Chapter VIII, on the roentgenologic diagnosis of diseases of 
the urinary tract, is by Leopold Jaches and Marcy L. Sussman. 
The subject of urography has been covered thoroughly in spite 
of the relative compactness of the section. Especially to be 
commended is the chapter on intravenous urography, which 
presents an excellent analysis of the indications, contraindica- 
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tions and technic of this invaluable diagnostic procedure. The 
illustrations include all the common and many of the unusual 
urologic conditions that may be demonstrated by roentgenog- 
raphy. No mention of the danger of embolism is made in the 
paragraph devoted to air cystography. It is not a procedure 
to be adopted as a routine without recognition of this possibility. 

Chapter IX, on uterotubography, is by Samuel A. Robins 
and Albert A. Shapira. The authors’ technic is described and 
their results are evaluated. A good description of the use of 
uterotubography in cases of sterility is included, which undovbt- 
edly is its most practical application. The authors’ conclusions 
with regard to the diagnosis of pelvic tumors may be ques- 
tioned. Their final statement “that the combination of pneu- 
moperitoneum with hysterosalpingography ought to give better 
results” implies lack of experience with their combination 
method. The appended bibliography, however, includes refer- 
ences on that subject. | 

Chapter X is on the use of the roentgen rays in obstetrics, 
by Howard C. Moloy and Paul C. Swenson. The portion 
dealing with pelvimetry and pelviradiography is well prepared, 
profusely illustrated and adequately described. The parts, how- 
ever, dealing with the purely clinical considerations of obstetric 
radiography are less complete and the illustrations are poorly 
reproduced. Drawings or diagrams would be more useful in 
a book used for reference than prints which do not reproduce 
clearly what may be seen in films when viewed in a shadow 
box. It is to be regretted that the authors did not elaborate 
more fully on the roentgen diagnosis of monstrosities and mul- 
tiple pregnancy, as it has been emphasized repeatedly in the 
literature that therein lies its chief value. Triplets and even 
quadrupiets have been diagnosed by means of roentgenography, 
and many cases of hydrocephalus and anencephalus have been 
reported with satisfactory roentgenographic reproductions. 

Chapter XI, on the radiology of fractures, by Edward H. 
Skinner, is valuable to the radiologist, orthopedic surgeon and 
industrial surgeon. From the medicolegal point of view every 
physician and surgeon should read this chapter. The author 
has fortunately reproduced diagrams illustrating his diagnostic 
lines, such as the Shenton-Skinner line at the hip, and Skin- 
ner’s lines at the wrist, elbow and ankle. 

Basic knowledge of osseous anatomy, ossification and con- 
genital variations serve to promote correct roentgen interpre- 
tations. The textural detail of certain spongy bones demands 
excellent negatives to note compression of the trabeculations 
where there is minimal change in the external contours of the 
bone; for example, vertebral bodies, lower end of the radius, 
astragalus, os calcis, scaphoid and os magnum. The normal 
joint contours, the weight-bearing lines of such joints and the 
advantageous atypical exposure angles become necessary ele- 
ments in the radiographic examination of joints that fail to 
present an obvious and undeniable fracture line. The wrist, 
ankle and elbow are the principal joints that demand such 
meticulous attention; likewise they are the ones most frequently 
fractured. Better technical films of bones through plaster casts 
are made with very low kilovoltage (from 45 to 55), with low 
milliamperage (from 5 to 10), with double screens and long 
exposures (from ten to thirty seconds) and at increased dis- 
tances (36 inches). The use of a Lysholm grid becomes 
invaluable in roentgenography of bed patients. 


Ninth Annual Report of the Giza Memorial Ophthalmic Laboratory, 
Cairo, | Ministry of the Interior, Department of Public Health. 
Paper. Price, 25 P. T. Pp. 150, with illustrations. Cairo: Schindler’s 
Press, 1935. 

This is divided into an administrative and a professional 
report. The former is completely but concisely stated. The 
professional report is considered under four subsections: post- 
graduate education, pathologic, clinical and research sections. 
In the postgraduate school a high standard of proficiency is 
maintained in both clinical and surgical practice, as attested by 
the fact that only twenty of thirty-five candidates were success- 
ful in the examinations for appointment in the government 
ophthalmic service of Egypt. During the year, 571 pathologic 
specimens were submitted to the laboratory for examination, 
among which were 158 excised globes. Fifteen of the most 
interesting pathologic specimens have a not too lengthy but 
adequate description. This section is well illustrated. The staff 
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rn. A. M. A. 
Sept. 26, 1936 
was freely used in a consultative capacity. The cases studied 
were most interesting and instructive. Five of the cases are 
detailed, and three colored plates in this section afford a pleasant 
surprise. The research section is subdivided into pathologic 
and bacteriologic research and clinical and therapeutic research. 
It is only natural that the major part of this work is devoted to 
phases of trachoma and the ophthalmias. The work is of high 
order and the conclusions drawn are conservative and justified. 
This year, as in past years, the clinical material was made 
available to a nonresident staff member for experimental 
purposes. The invited guest was Dr. Gardilcic,of Zagreb. He 
spent four months employing his method of applying “Arolid” 
to trachomatous lids. In the opinion of the staff of the 
Memorial Ophthalmic Laboratory, the results secured were 
unsatisfactory. The report is well arranged, well illustrated, 
interesting and instructive. It is worthy of thorough study not 
only by those who have to deal with reports but, because of its 
clinical value, by all ophthalmologists. 


The Art of Public Health Nursing. By Edith S. Bryan, M.A., Ph.D., 
R.N., Chairman, Northern Branch of California League of Nursing Edu- 
cation. With an introduction by Elnora E. Thomson, R.N., Professor of 
Nursing, University of Oregon Medical School. Cloth. Price, $2. Pp. 
296. Philadelphia & London: W. B. Saunders Company, 1935. 

This is a good reference book for more mature nurses who 
have had considerable experience in hospital or public health 
nursing work but who lack the art of discussing or writing 
about their work. The author puts little, if any, stress on good 
nursing care of the sick in their own homes. This is funda- 
mental if one is to teach the well successfully, and undoubtedly 
Dr. Bryan believes that all public health nurses appreciate this 
fact. Nurses are not teachers until by maturity, experience 
and study they have gained an ability to share their useful 
knowledge with others who lack it, and, in putting so much 
emphasis on teaching, the author may have forgotten that she 
was writing primarily for nurses. In its emphasis on the 
dignity of human personality latent in every patient, the book 
makes its most valuable contribution to literature for nurses 
and friends of nursing. On many pages are dogmatic state- 
ments that may be questioned. The book is simple and helpful 
reading for the initiated; it is difficult reading for beginners 
who are not able to challenge its “musts” and many other 
positive statements. It is well worth its modest price and 
deserves a place in every book collection that aims to better 
public health nursing or to explain the work to people who 
may be responsible for the preparation of nurses who will enter 
homes as public health nurses, whether they give care to the 
sick or endeavor to teach personal and community hygiene and 
good health. 


The Comparison Between the Visual Results Obtained by Various 
Methods Employed for the Treatment of Concomitant Strabismus. By 
T. Ab. Travers. An Essay for the Gifford Edmonds Prize in Ophthal- 
mology. Printed and published for The British Journal of Ophthal- 
mology. Paper. Pp. 127, with 21 illustrations. London: George Pul- 
man & Sons, Ltd., 1936 

This booklet is a frank discussion of the modern methods of 
handling concomitant strabismus, based on an extensive expe- 
rience by the author and a careful digest of the literature. In 
turn are dissected each of the four elements involved in such 
treatment; namely, the optical treatment, that of amblyopia, 
orthoptic training, and finally surgical intervention. Great 
emphasis is laid on retinal correspondence and the simpler 
methods of measuring that function. However, it is certain 
that there is no universal agreement with his statement that 
“abnormal retinal correspondence is a very common condition, 
occurring in 50-60 per cent of all cases of squint.” Unfortunately 
some of his conclusions seem to be based on the blind accep- 
tance of that statement. There is a full discussion of amblyopia 
together with suppression fields for which the author has 
developed an ingenious new technic. But the question as to 
whether the amblyopia is of central or peripheral origin is left 
open. In the matter of fusion, the author seems to adhere to 
the modified Worth dictates and concludes that “fusion training 
can improve a function already present but cannot usually 
develop the function.” He also adds most properly that fusion 
training alone is likely to prove insufficient in squints of more 
than 20 degrees. Unfortunately, his results must be discounted 
because training was not attempted when the vision in the worse 
eye was less than 6/12 with correction. His surgical indica- 
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tions are sound and it is most gratifying to note the statement 
that “in all probability there is not a great deal to choose 
between the various methods [of operation]. The surgeon’s 
skill and judgment are the most important factors in the result 
—not the method.” The last thirty pages are devoted to tables, 
which goes to show that anything one wishes can be proved by 
statistics. But it is a good piece of work, well conceived and 
honestly done. The problem of concomitant strabismus is set 
forth clearly and simply without confusing cross-arguments and 
the author shows the results he obtained in certain classes of 
cases with certain methods. It can -be read profitably by all 
ophthalmologists and pediatricians. 


The Doctor. By*Mary Roberts Rinehart. Cloth. Price, $2. Pp. 506. 
New York & Toronto: Farrar & Rinehart, Inc., 1936. 

Mrs. Rinehart’s ability to tell a story needs no encomium in 
these columns. She is a past master in the art of novel writing, 
and a long shelf of successful volumes attests her ability. Many 
of her stories deal with the atmosphere of the hospital and the 
medical profession, a reflection of her training as a nurse. 
The story of “K” is widely known as one of her most success- 
ful contributions. The present novel deals with a physician, 
with his devotion to his profession, with his admiration for the 
_ daughter of a rich manufacturer and political boss who lives 
on the hill, with his marriage to the daughter of his house- 
keeper, a response to his innate acceptance of responsibility for 
the sick and the needy. It describes his reaction to the usual 
epidemic of typhoid. As may have been expected, the wife of 
his first marriage fails completely in meeting her responsibilities, 
either to him or to his profession. Eventually an unnecessary 
motor accident deprives him of the use of one of his hands, 
and the latter portion of the novel is concerned with his gradual 
recovery and his final romance. Mrs. Rinehart, it becomes 
clear, recognizes the individual character of the physician's 
work, the nature of the practice of the family doctor, and the 
hopelessness of the mechanized method as a solution for the 
medical problem. Her novel will take its place as one of 
the best fictional contributions in the field of medicine. 


Les avortements mortels. Par H. Mondor, professeur agrégé a la 
Faculté de médecine de Paris. Paper. Price, 65 francs. Pp. 445, with 43 
illustrations. Paris: Masson & Cie, 1936. 

This book is in reality an encyclopedia of all the possible 
harmful effects that may result from abortions. It is based 
on a study of the world literature and the author’s extensive 
experience with cases of abortion. The book is divided into 
twenty-seven chapters. Some of the important ones deal with 
the following aspects of fatal abortion: sudden death, especially 
that due to embolus; traumatic perforation of the uterus; intra- 
uterine instillations; infarction and necrosis of the uterus; 
gangrene of the uterus; abscess of the uterus; postabortal peri- 
tonitis; internal hemorrhage; septicemia, postabortal tetanus, 
attempts to produce abortion in the presence of an ectopic ges- 
tation and attempts to empty the uterus in women who are 
not pregnant. The book is well illustrated with material chiefly 
from the author’s own cases. Numerous case histories are 
cited and most of these likewise are from Mondor’s own expe- 
rience. The book does not lend itself to a critical review 
because it is a volume of facts. However, special mention must 
be made of the considerable amount of space devoted to the 
treatment of each complication discussed. The author is to be 
commended most highly for this monumental work, which is an 
invaluable reference book on the subject of fatal abortion. 


Proposed: The University of the United States. By Edgar Bruce 
Wesley, Associate Professor of Education, University of Minnesota. 
With an introduction by Lotus D. Coffman, President of the University 
of Minnesota. Paper. Price, 75 cents, Pp. 83. Minneapolis: Uni- 
versity of Minnesota Press, 1936, 

The idea of a national university seems to have been current 
at the time of the Revolutionary War. Samuel Blodgett claims 
to have suggested it to Washington in 1775. The earliest 
detailed proposal on record, however, is that of Dr. Benjamin 
Rush, who in January 1787, on the eve of the constitutional 
convention, issued an “Address to the People of the United 
States” in which he urged the establishment of a federal uni- 
versity designed to prepare the citizens for the responsibilities 
of government. From that day to this, at intervals long or 
short, the conception has been revived, but, in the words of 
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the author, “nothing has ever been done about it,” from which 
it may be inferred that the people either disapprove or are 
indifferent to the project. The second part of the book pre- 
sents tentatively a plan of organization and administration for 
the proposed university if and ‘when it is to be established. 


High Wall. By Alan R. Clark. Cloth. Price, $2. Pp. 280. 
York: Harrison Smith & Robert Haas, 1936. 


New 


This is a typical mystery story concerning the inmates of a 
sanatorium for psychiatric patients. The author has been able 
to maintain the atmosphere of the institution, to indicate the 
nature of the mental disturbances and to maintain at the same 
time the kind of intense interest that should be associated with 
a successful mystery story. The book is blunt and direct and 
much more real than esoteric. As a mystery story with a medi- 
cal interest, it is more than worthy of medical attention. 


Bureau of Legal Medicine 
and Legislation 


MEDICOLEGAL ABSTRACTS 


Malpractice: Twin Pregnancy; Rupture of Uterus; 
Failure of Diagnosis.— One of the defendants, Dr. Anne 
West, was employed to care for Mrs. Vergie Edwards during 
pregnancy and childbirth. In the course of her attendance she 
said several times that she thought that Mrs. Edwards would 
have twins, and while labor was in progress the same possi- 
bility was talked of by some of Mrs. Edwards’ neighbors, 
apparently in Dr. West's presence, if not with her participa- 
tion. Labor came on about 6 p. m., February 7, and lasted 
until 7 o'clock the next morning, when a baby was born, at 
term. The account of the labor, published in the opinion of 
the appellate court, is meager. The presentation of the child 
is not stated. There was testimony concerning symptoms of 
a ruptured uterus, excessive loss of blood and paleness, and it 
was made to appear that the afterbirth had more “blood and 
stuff” in it than the afterbirths that had followed the deliveries 
of Mrs. Edwards’ previous children, but there was nothing to 
show that the possibility of a rupture of the uterus was con- 
sidered or acted on during delivery. In denying a rehearing, 
the court commented on the fact that Dr. West had “pressed 
on” her patient over the womb, possibly intending to imply 
that that had something to do with the rupture of the uterus 
that was discovered later, but the decision of the court says that 
there was no testimony tending to account in any way for 
the rupture. 

Immediately after the baby was born a large mass or knot 
was seen in the upper part of the abdomen, which in the next . 
few hours found its way to the lower left side of the abdominal 
cavity. Although Dr. West knew that Mrs. Edwards’ left 
ovary had been removed several years before, she concluded 
that this mass was an ovarian tumor. During the night fol- 
lowing the delivery, Dr. West concluded that Mrs. Edwards 
was suffering from “locked bowels” and ordered an enema. 
Two days later she took her patient for diagnosis and treat- 
ment to the West Texas Hospital, at Lubbock, twenty-two 
miles distant. There Mrs. Edwards seems to have been under 
the joint care of Dr. West and of Dr. C. J. Wagner of the 
hospital staff. Neither Dr. West nor Dr. Wagner used the 
x-ray apparatus present in the hospital, but apparently they 
diagnosed Mrs. Edwards’ trouble as inflammation, tumor and 
locked bowels, and sedatives were administered, enemas given, 
and hot packs applied to the abdomen to reduce the swelling, 
Mrs. Edwards’ condition did not improve and after eleven days 
she was returned to her home, in Dr. West’s care, with instruc- 
tions from Dr. Wagner to continue the treatment that had 
been used in the hospital. About one week later, March 3, 
she was taken to the Lubbock Sanitarium. It was realized 
there that an immediate operation was desirable, but because 
of the patient’s condition action was postponed until the fol- 
lowing day. At the operation more than a gallon of pus and 
other fluid was withdrawn from the abdominal cavity, and then 
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a badly decomposed fetus was found, one that apparently had 
been fully developed and ready for delivery, February 8, when 
its twin sister was born. The uterus had ruptured. There 
was no evidence of an ectopic pregnancy. Mrs. Edwards died 
March 11, about one month after the delivery of the first twin. 

Mrs. Edwards’ husband, her minor children and her mother 
sued Dr. West, the West Texas Hospital and Dr. Wagner, 
alleging negligence on the part of each of them. The trial 
court directed a verdict in favor of the defendants, and the 
plaintiffs thereupon appealed to the court of civil appeals, 
Amarillo. They alleged that the directing of a verdict by 
the trial court was error, because the evidence raised the issue 
of the defendants’ negligence in failing to make a proper diag- 
nosis and prescribe proper treatment. The appellate court 
reversed the judgment of the trial court and remanded the 
case for a new trial. 

The defendant West Texas Hospital contended that it had 
in no manner attempted to interfere with or participate in the 
diagnosis and treatment of the case and that it undertook only 
to render facilities and services for patients as are cus- 
tomarily furnished by hospitals to physicians with respect to 
patients in the institution. It contended that the owner of a 
hospital—whether an individual, firm or corporation—is not 
liable for damages for injuries resulting from negligence in 
diagnosis or treatment in the institution by physicians employed 
by the patient or any one other than the hospital. But the 
appellate court pointed out that the stationery used by the 
defendant hospital contained a list of the names of the hospital 
staff and that the name of Dr. Wagner, who treated Mrs. 
Edwards, headed the list. The business manager of the’ hos- 
pital, too, had referred financial matters to Dr. Wagner and 
had demanded from Mrs. Edwards’ husband a note to cover 
Dr. Wagner's fees before he would consent to her leaving the 
hospital. It is not clear, said the court, why the manager of 
the hospital should in effect assert that the hospital had a 
pledgee’s lien on the person of Mrs. Edwards and would hold 
her in pawn until “our doctor’s fees are paid,” if Dr. Wagner 
and the hospital were acting independently. The common use 
by Dr. Wagner and the business manager of the hospital of 
the pronoun “we” in discussing what would and would not be 
done tended to show a business connection between Dr. Wagner 
and the hospital. Moreover, if a partnership relation existed 
between Dr. Wagner and the hospital, or if he was the hos- 
pital’s agent the hospital might be liable for damages for such 
negligence, if any, as might be proved against him. Although 
there was a sworn denial of partnership, the court thought the 
evidence sufficient to require the trial court to submit the issue 
to the jury. Parties, said the appellate court, may be bound 
as partners as to third parties, even in the absence of a part- 
nership agreement. 

Dr. West admitted that Mrs. Edwards had informed her 
that she had been operated on for an ovarian tumor several 
years before coming under her care, and that she nevertheless 
diagnosed Mrs. Edwards’ trouble as an ovarian tumor. She 
did not know that a fefus remained in the abdominal cavity. 
She claimed that she had used ordinary skill, care, prudence 
and diligence in ascertaining Mrs. Edwards’ condition and in 
having her brought to the West Texas Hospital for diagnosis 
and treatment by its physicians and nurses and in particular 
by Dr. Wagner. Dr. Wagner contended that he made a 
physical examination of Mrs. Edwards, using all means which 
in his opinion and best judgment as a physician and surgeon 
were necessary to ascertain her ailment. He claimed to have 
diagnosed her case, but what his diagnosis was he did not 
state. He did not believe an immediate operation was neces- 
sary and did believe that an operation either would result in 
Mrs. Edwards’ death or would endanger her life. Neither 
Dr. West nor Dr. Wagner offered any explanation of their 
failure to use the facilities for an x-ray examination that were 
available in the hospital. 

The defendant physicians and hospital sought to justify the 
trial court in its directing a verdict by pointing out that there 
was no testimony from any physician or surgeon or other wit- 
ness qualified to testify as an expert that any act was done, 
or that there was any failure to do any act, from which act 
or omission the jury might infer negligence on the part of 
the defendants. The appellate court, however, refused to sub- 
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scribe to the doctrine that the issue of negligence is one that 
only experts can determine and that proof of bad results is no 
proof of negligence in any case. Moreover, the court pointed 
out that two physicians testified that x-rays would have shown 
that the supposed tumor was a fetus.- Whether the failure of 
the defendants to use x-rays was or was not negligence was 
a question for the jury to decide. When Mrs. Edwards was 
operated on at the Lubbock Sanitarium there was nothing to 
show that the fetus then removed was the product of an ectopic 
pregnancy, one that had occurred outside the uterus. On the 
other hand, there was a rent in the wall of the uterus through 
which the fetus had passed from the uterus into the abdomen. 
From these facts the jury might have concluded that the defen- 
dants had failed to sustain their contention of the existence of 
coincident intra-uterine and extra-uterine pregnancies. More- 
over, in the opinion of the court, the facts that after the 
delivery of the -first child there was a swelling in the upper 
part of the abdomen, which a few hours later was lower down, 
in or near the pelvic cavity, was inconsistent with the defen- 
dants’ diagnosis of ovarian tumor, and from those facts the 
jury might have inferred negligence. The determination as 
to whether the degree of care and skill used is or is not such 
as to constitute negligence, said the court, is the prerogative 
of the jury. The court below erred, in the opinion of the 
appellate court, in directing a verdict for the defendants.— 
Edwards v. West Texas Hospital (Texas), 89 S. W. (2d) 801. 
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Alabama Medical Association Journal, Montgomery 
6: 1-32 (July) 1936 

The Importance of the Trained Physician to Modern -agaysgoe the 
President’s Message. C. A. Thigpen, Montgomery.—p. 

A Debt the World Owes Medical Science: the Jerome Cochran Lecture. 
W. Dz. Partlow, Tuscaloosa.—p. 

Formaldehyde in Fluids of Body: 
Mobile.—p, 13 


American Journal of Tropical Medicine, Baltimore 
16: 383-498 (July) 1936 
Filarial Parasites of Monkeys of Panama. O. R. McCoy, Rochester, 
N. 383. 


Preliminary Report. E. Thames, 


Complement Fixation Test for Chagas’ Disease Employing an Artificial 
Culture Antigen. R. A. Kelser, Ancon, Canal Zone.—p. 405. 

*Amebiasis and Bacillary Dysentery in the Los Angeles County Hospital, 
1929-1935. J. F. Kessel, L. Blakely and Korine Cavell, Los Angeles. 
—p. 417. 

Survey of Malaria in Cyprus. M. A. Barber, New York.—p. 431. 

Efficiency of Homologous Properties of Acquired Immunity to .#las- 
modium Vivax. M. F. Boyd and S. F. Kitchen, Tallahassee, Fla.— 
p. 447 

Relative Importance of Anopheles Tarsimaculatus, Anopheles Argyri- 
tarsis and Anopheles Pseudopunctipennis as Vectors of Malaria in 
Windward Group of West Indies. W. C. Earle, New York.—p. 459. 

Rearing of Anopheles Albimanus Wiedemann in the Laboratory. L. E. 
Rozeboom, Panama, Republic of Panama.—p. 471. 

Failure to Establish Virus of Endemic Typhus in Rats by Feeding 
Them Infected Guinea-Pig Tissue. H. A. Kemp, Dallas, Texas.— 
p. 479. 

Triatoma Dimidiata Latr., Found Naturally Infected with Trypano- 
soma Cruzi Chagas in Panama. L. E, Rozeboom, Panama, Republic 
of Panama.—p. 481. 

Some Observations on Nature of Thermoprecipitation Reaction in 
Trypanosoma Equiperdum Infection. H. A. Poindexter, with tech- 
nical assistance of R. I. Bennett, Washington, D. C.—p. 485 
Amebiasis and Bacillary Dysentery in Los Angeles 

County Hospital, 1929-1935.—Kessel and his associates point 

out that in southern California both bacillary and amebic 

infections are endemic and that there occur a variety of gastro- 

intestinal symptoms associated with them, which range from a 

mild diarrhea to acute or chronic dysentery. On the basis of 

their investigations, the authors reach the following conclu- 

sions: 1. Dysentery in southern California is caused primarily 
by three. types of micro-organisms, Shigella paradysenteriae 
and Salmonella morgani, together with several other species 
of Salmonella and Endamoeba histolytica. 2. Acute bacillary 
dysentery is encountered much more frequently than acute 
amebic dysentery. These two types may often be differentiated 
by microscopic examination of the stool, the bacterial type 
usually showing a prolific cellular exudate with a preponder- 
ance of polymorphonuclear leukocytes and the amebic type 
showing a scanty exudate made up almost entirely of macro- 

phage cells in addition to the trophozoites of amebas. 3. 

Chronic amebiasis is proportionately more common than chronic 

bacillary dysentery. The latter, however, occurs more fre- 

quently than many think and should be suspected as being 
associated with Shigella or Salmonella rather than with Bar- 
gen’s streptococcus. 4. Carriers of Endamoeba_ histolytica, 

Shigella and Salmonella have been observed, the bacterial types 

being somewhat less common than the amebic. 5. Recently an 

outbreak of bacillary dysentery occurred which was caused by 
the Shigella paradysenteriae “Sonne.” 6. Although the agglu- 
tination reactions are diagnostic, the lactose fermentation is 
much slower and less regular in occurrence than such reac- 
tions commonly reported for “Sonne” and also less regular 
than those produced by five other strains of “Sonne” with 
which they were compared. 7. Fermentation occurs first under 
anaerobic conditions, either in the Durham tubes of lactose 
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broth medium or at the, bottom of a lactose agar slant. Fer- 
mentation, in mediums in which the Durham tube is not present, 
occurs more frequently in nutrient broth medium than in 
dibasic phosphate peptone medium. 8. Rough and smooth 
colonies and “satellite” colonies may give rise either to rapid 
or to slow lactose fermentation. 9. These variations from 
the usual descriptions given for the “Sonne” type of organism 
should be considered in the laboratory diagnosis of dysenteric 
bacteria, for certain non-lactose fermenting strains which fail 
to agglutinate with the common antiserums may be found to 
belong to the “Sonne” type. 


Annals of Internal Medicine, Lancaster, Pa. 
10: 1-146 (July) 1936 

Treatment of Pneurnonia. R. Cole, New York.—p. 1. 

Role ot Personality in Psychotherapeutics. A. F. 


Riggs and H. K. 
Richardson, Stockbridge, Mass.—p. 13. 


*Total Leukocyte Counts in Human Blood During Pregnancy. J. B. 
Carey and J. C. Litzenberg, Minneapolis.—p. 25. 
Continuous Method of Treatment of Early Syphilis, J. E. Moore, 


Baltimore.—p. 30. 
Glanders. R. W. Mendelson, Albuquerque, N. M.—p. 43. 
Localization of Supratentorial Tumors of Brain te ‘Olfactory Tests. 

C. A. Elsberg, New York.—p. 49. 

Errors in Clinical Application of Electrocardiography. 
and J. M. Faulkner, Boston.—p. 58 

Pehl Health Control of Syphilis. 
65. 


W. B. Breed 
T. Parran Jr., Albany, N. Y.— 


“Clinical Aspects of Amyloidosis. E. Moschcowitz, New York.—p. 73. 
Adequate Tests of Curative Therapy in Man. W. D. Sutliff, Chicago. 

—p. 89. 

Leukocyte Counts During Pregnancy.—Carey and Lit- 
zenberg made 977 leukocyte counts in 134 normal pregnancies. 
A count between 10,000 and 11,000 seems to be a medium 
value for pregnancy, irrespective of time in pregnancy. Fifty 
per cent of the counts were between approximately 8,700 and 
12,500 throughout the nine months of pregnancy. Less than 
50 per cent of the counts were below a high normal of 10,000. 
Seventy-five per cent of the counts were above 8,700. Twenty- 
five per cent of the counts were above 12,500 or below 8,700. 
There was no rise in the ninth month, except in a few indi- 
vidual cases which were not numerous enough to lift the curve. 
Some patients remained consistently high throughout the nine 
months; others remained consistently low or normal. There 
did not seem to be any significant difference between curves 
of counts in primiparas and multiparas. There may be a 
physiologic leukocytosis of pregnancy, but it certainly is not 
invariable. 

Clinical Aspects of Amyloidosis.—Moschcowitz says that 
generalized amyloidosis has heretofore been largely viewed as 
an ominous sequel of chronic suppuration, with cachexia, ane- 
mia, swelling of the liver and spleen, and albuminuria as the 
most prominent clinical expressions. In recent years new data 
have been established, which have widened the diagnostic basis 
of this disease. These are the recognition of primary amy- 
loidosis, of so-called atypical amyloidosis, of the relation of 
general amyloidosis to “nephrotic” or, better termed, hypopro- 
teinemic states, and the establishment of the Bennhold congo 
red test. Pathologically, amyloidosis usually represents an 
involvement of the reticulo-endothelial system and the peri- 
capillary and periglandular connective tissue. Almost any tissue 
except the cerebrospinal substance may be involved, with a 
special predilection for the muscles and skin. In addition to 
the conventionally known causes, such as tuberculosis, chronic 
suppuration, syphilis, Hodgkin’s disease and necrotizing blas- 
tomas, amyloidosis, either general or localized, is frequently 
associated with multiple myeloma and its attendant Bence Jones 
proteinuria and with ulcerative lesions of the bowels. The 
clinical diagnosis of amyloidosis is dependent on the following 
signs: 1. The enlargement of the spleen and the liver. 2. The 
development of signs of the hypoproteinemic syndrome conse- 
quent on the involvement of the kidney. These are proteinuria, 
diminished blood proteins, hypercholesterolemia and generalized 
anasarca. In later stages, general arterial hypertension and 
azotemia may develop. The latter may occur without a coex- 
isting hypertension, in contradistinction to other varieties of 
renal disease associated with hypertension. 3, Purpura of the 
skin. This sign has been less commonly observed but has been 
reported often enough to be regarded as a symptom of the 
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disease. 4. The Bennhold congo red test, which forms the 
most important confirmatory test of amyloidosis. A 100 per 
cent retention of the dye is diagnostic. There is abundant 
evidence that amyloidosis is clinically reversible; whether it 
is anatomically reversible has not yet been definitely proved. 
Atypical amyloidosis constitutes a diverse variety of anatomic 
lesions. Clinically they may thus far be classified into four 
groups: cases simulating scleroderma, cases simulating myo- 
tonia, cases simulating tumor of the tongue, and those asso- 
ciated with deforming arthritis. 


Archives of Internal Medicine, Chicago 
58: 1-186 (July) 1936 


*Identity of Sprue, Nontropical Sprue pa — Disease. 
Hanes and A. McBryde, Durham, N. C.— 

Extensive Arterial and Venous Thrombosis Poa Chronic Ulcera- 
tive Colitis. J. A. Bargen and N. W. Barker, Rochester, Minn.— 


F. M. 


Pp. 

Therapeutic Effect of Total Ablation of Normal Thyroid on Congestive 
Failure and Angina Pectoris: XVIII. Cardiac Output Following 
Total Thyroidectomy in Patients With and Without Congestive Heart 
Failure, with Comparison of Results Obtained with Acetylene and 
=" gps. Methods. M. D. Altschule and Marie C. Volk, Boston. 

Liver. for Combined Sclerosis. 

vYewman, San Francisco.—p. 45. 

Experimental Renal Insufficiency Produced by Partial Nephrectomy: 

Diets Containing Whole Dried Meat. A. Chanutin and S. Lude- 
wig, University, Va.—p. 60. 

Id.: VI. Relation Between Kidney Function, Kidney Weight and 
Surface Area in Intact and Unilaterally Nephrectomized Rats Fed 
oe Dried Meat Diets. A. Chanutin and S. Ludewig, University, 

a.—p. 81. 

Id.: VII. Relationship of Urine Urea, Blood Urea and Urea 7. 
Ratio in Rats on Whole Dried Meat Diets. S. Ludewig, E. T. 
Williams and A. Chanutin, University, Va.—p. 89. 

Id.: VIII. Comparison of Urea (Addis) Ratio with Results of Other 
Tests of Renal Function. A. Chanutin and S. Ludewig, University, 
Va.—p. 

Pneumonia Due to Type I Pneumococcus: 
in Which Serum Treatment Was Used. M. B. Rosenblith and M. 
Block, New York.—p. 102. 

Effect of Feeding of Thyroid or Salt and of Thyroidectomy on Fluid 
Exchange of Cats with Diabetes Insipidus. C. Fisher and W. R. 
Ingram, Chicago.—p. 117. 

Effect of Anoxemia on Emptying Time of Seman Stomach: 
of ia" Altitudes. E. J. Van Liere, with assistance of D. H. Lough 
and C. Sleeth, Morgantown, W. Va.—p. 130. 

Red Ssh ‘Cell Values for Normal Men and Women. Marjory I. 
Andresen and E. R. Mugrage, Denver.—p. 136. 

Primary Idiopathic Thrombophlebitis. N. W. Barker, Rochester, Minn. 
—p. 147 

Treatment of Postoperative Parathyroid Insufficiency: Interpretative 
Review of Literature. W. M. Boothby and A. C. Davis, Rochester, 
Minn.—p. 160. 
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Identity of Sprue, Nontropical Sprue and Celiac Dis- 
ease.— Hanes and McBryde discuss a syndrome that has 
acquired many names during its curious history. “Tropical 
sprue” is an unfortunate name because it gives the erroneous 
impression that sprue does not occur in temperate climates. 
For many years, however, sprue has been known to be endemic 
in North Carolina and Virginia, and from the states farther 
south many cases have been recorded. When sprue was found 
to occur in temperate climates it was termed “nontropical 
sprue,” and more recently the term “idiopathic steatorrhea” 
has been coined for the syndrome, to distinguish it from pan- 
creatogenaus and other steatorrheas. Gee in 1888 gave a brief 
description of a curious wasting disease of children which he 
termed “the coeliac disease.” Herter, working with Holt in 
New York, published in 1908 a monograph entitled “Intestinal 
Infantilism,” and Heubner in Germany described a condition 
in young children called by him “verd OF 
“chronic intestinal indigestion.” It is now universally recog- 
nized that Gee, Herter and Heubner were describing identical 
syndromes under different names. The authors agree with 
Thaysen that all these names are designations for the same 
underlying pathologic condition occurring both in adults and 
in children, and since the name “sprue” obviously has priority 
over all others, they think it best to adhere to the term “sprue” 
or (to broaden the conception somewhat) “the sprue syndrome.” 
Within the past year nine patients with the sprue syndrome 
came under the authors’ observation; the disease began in 
infancy in two and in adult life in seven; none of the patients 
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had ever resided in the tropics. Neither sprue nor celiac dis- 
ease presents a definite and constant pathologic picture. The 
changes in the intestine are those of chronic inflammation 
and edema, possibly the result of secondary infection, and 
atrophy of the whole intestine. The other organs show simply 
the effects of chronic malnutrition. The great depletion of 
the panniculus adiposus, common to the two syndromes, is the 
most striking pathologic change. The absence of pathologic 
changes at necropsy strongly supports the theory that a dis- 
order of metabolism, or a deficiency state, is a probable etio- 
logic factor. The stools both of patients with sprue and of 
those with celiac disease contain an excess of fat, the fat con- 
tent being about three times greater than normal; .but it "i 
generally agreed that the fat- splitting function, is normal, 
contrast to the condition existing in steatorrhea due to wie 
creatic deficiency. The anemia of sprue is typically first hypo- 
chromic, later becoming hyperchromic and macrocytic. There 
are, however, exceptions to this rule. The typical anemia of 
celiac disease, or infantile sprue, is hypochromic and only rarely 
becomes hyperchromic and macrocytic. Low curves for sugar 
content of the blood (after the ingestion of 1.5 Gm. of dextrose 
per kilogram of body weight) have been found with greater 
than normal frequency in cases of “tropical” sprue, of “non- 
tropical” sprue and of celiac disease. The authors believe 
that the constant low blood sugar curve is one of the most 
helpful differential signs in the sprue syndrome. They empha- 
size that whether one accepts celiac disease as the infantile 
analogue of sprue in adults is not a matter of indifference. 
Nothing is more certain than that the treatment of sprue with 
liver has completely altered the outlook in cases of this dis- 
ease. Rhoads and Miller have shown that even the most severe 
and resistant sprue yields promptly to what Minot called “ade- 
quate liver therapy,” and the authors’ experience confirms this. 
They believe that equally favorable results will follow the 
application of adequate liver therapy to celiac disease. 


Archives of Otolaryngology, Chicago 
24: 1-124 (July) 1936 


Carcinoma of Tongue: Review of Fourteen Cases. F. R. Spencer, 


Boulder, Colo.—p. 1 
Fifteen Years’ Experience with Drainage Tube After Antrostomy in 


Children, J. J. Shea, Memphis, Tenn.—p. 14 
Labyrinthitis Secondary to Meningococcic Meningitis: Clinical and 
Histopathologic Study. J. G. Druss, New York.—p. 19. 


*Septic and Aseptic Types of Thrombosis of Cavernous Sinus: 
Cases. W. E. Grove, Milwaukee.—p. 29. 
Effects of Bacterial Toxins in Middle Ear. 

Rawson, Chicago.—p. 51. 

Moceasin Snake (Ancistrodon Piscivorus) Venom Therapy for Recurrent 
Epistaxis. J. L. Goldman, New York.—p. 59. 

Utriculo-Endolymphatic Valve. H. B. Perlman and J. R. Lindsay, 
Chicago.—p. 68. 

Average and Range of Acuity - papi of High School Pupils. Irene 
RB. Young, Tenafly, N. J.— 

Dislocation of Lower End of tie! Septal Cartilage: Treatise Dealing 
with Dislocations of Lower End of Nasal Septal Cartilage in New- 
Born (Injury Sustained at Birth), in Infants and in Young Children 
and with Their Anatomic Replacement by Orthopedic Procedures. 
M. Metzenbaum, Cleveland.—p. 78. 

Use of Extract of Nasal Mucosa in Treatment of Acute and Chronic 
Rhinosinusitis: Preliminary Report. N. Fox and J. W. Harned, 
Chicago.—p. 89. 

Thrombosis of Cavernous Sinus.— Although Grove’s 
study concerns itself chiefly with the aseptic types of throm- 
bosis of the cavernous sinus, he covers the anatomic aspects, 
the etiology, the symptomatology and the treatment. He dis- 
cusses a number of case reports. He concludes that there are 
septic and aseptic types of thrombosis of the cavernous sinus. 
The aseptic types are caused by penetrating injuries involving 
the sinus, by accidental injury to the sinus during an operation 
in its neighborhood and by fracture of the skull and injury to 
the head. In this group must also be included the marasmic 
types of thrombosis. In the septic types, in which the throm- 
bosis or thrombophlebitis reaches the cavernous sinus by way 
of its afferent vessels, the mortality is practically 100 per cent. 
In those cases in which the condition is septic and of the 
restrained or chronic compensatory type, in which the throm- 
botic process reaches the cavernous sinus by retrograde action 
along its efferent vessels, there is some hope of recovery. In 
the cases of this group in which recovery occurred the throm- 
botic process in the cavernous sinus itself must have been 
aseptic, although originating from a septic source elsewhere. 


Report of 
E. L. Ross and R. W. 


v 107 


VotumeE 107 
NuMBER lo 


The percentage of recovery from all types of thrombosis of 
the cavernous sinus is probably not greater than 7 per cent. 
The percentage of recovery from the purely aseptic types is 
considerably higher. Operations on the cavernous sinus have 
been extremely disappointing and have shown poorer results 
than nonoperative treatment. When the thrombosis originates 
from a septic source the focus should be vigorously treated 
and eradicated. The cavernous sinus itself should be let alone. 
As an exception to this general statement, it would seem that 
ligation of the carotid artery, as proposed by Eagleton, _— 
prove beneficial. 


Journal of Bacteriology, Baltimore 
32: 1-130 (July) 1936 

Study of Methods for Determination of Reducing Sugars in nee 
Cultures: Colorimetric Methods. Dorothea Klemme and C. F. Poe, 
Boulder, Colo.—p. 1. 

- Adsorption of Bacteria in Salt Lakes. L. oe ce M. B. Roisin and 
F. M. Bieljansky, Odessa, U. S. S. R.—p. 

Studies on Tetanus Toxoid: III. Antitonte pee in Guinea-Pigs 
Immunized with Tetanus Alum-Precipitated Toxoid Followed by 
Tetanus Spores. F. G. Jones and W. A. Jamieson, Indianapolis.— 
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p. 33. 
_ Studies of Streptococci: IV. Resistance of Enterococci. G. H. Chap- 
man, New York.—p. 41. 

Bactericidal and Photochemical Properties of Irradiated Cod Liver Oil 
and an Ozonide of Olive Oil. F. A. Stevens, New York.—p. 47. 
*Effectiveness of Hot Hypochlorites of Low Alkalinity in Destroying 
Mycobacterium Tuberculosis. S. M. Costigan, Philadelphia.—p. 57. 
Hydrogen Sulfide Production as Differential = in Colon Group. R. 

Vaughn and M. Levine, Ames, lowa.—p. 

Ultraviolet Irradiated. Carbohydrates and Bacteria! Growth. 
Baumgartner, London, England.—p. 75.. 

Clostridium Botulinum Type C in Relation to Duck Sickness in the 
Province of Alberta. R. M. Shaw and Gretta S. Simpson, Edmonton, 
Alta.—p. 79. 

Life Cycle of Organism Causing Yeast Meningitis. 
and W. W. Herrmann, Iowa City.—p. 89. 

Study of Variation in Hemolytic Streptococci from Scarlet Fever and 
Erysipelas: II. Comparative Virulence, Carbohydrate Fermentation, 
Toxin Production of the S and R Strains: Protective Power of 
S and R Vaccines: Reversion. Sophie Spicer, assisted by Emily 
L. Bloom and Mary F. Gonshorek, New York.—p. 105. 


Hot Hypochlorites for Destroying Mycobacterium 
Tuberculosis. — Costigan found that heating suspensions of 
Mycobacterium tuberculosis (human strain) to 60 C. for five 
minutes does not destroy the organism. The hypochlorite solu- 
tion of low alkalinity, containing 50 parts of available chlorine 
per million parts of water heated to 50 C., destroys Mycobac- 
terium tuberculosis in two and one-half minutes; heated to 
55 C. it destroys it in one minute, and heated to 60 C. it 
destroys it in one-half minute. The hypochlorite solution of 
low alkalinity containing 200 parts of available chlorine per 
million parts of water heated to 50 C. destroys Mycobacterium 
tuberculosis in one minute; heated to 55 C. and 60 C., it 
destroys it in one-half minute. 


Journal of Biological Chemistry, Baltimore 
114: 567-824 (July) 1936. Partial Index 
Allocholesterol and R. Schoenheimer and E. A. Evans 

Jr., New York.—p. 567 

Direct Microtitration Method for Blood Sugar. 
Van Slyke, New York.—p. 583 

Lactone Group of Cardiac Aglycoues and Grignard Reagent. W. A. 
Jacobs and R. C. Elderfield, New York.—p. 597. 

Chemistry of Crystalline Substances Isolated from Suprarenal Gland. 
H. L. Mason, C. S. Myers and E. C. Kendall, Rochester, Minn.— 
p. 613. 

Studies in Muscular Dystrophies: Presence of Simple Guanidine Deriva- 
tives in Urine. M. X. Sullivan, W. C. Hess and F. Irreverre, Wash- 
ington, D. C.—p. 633. 

Prevention of Nutritional Encephalomalacia in Chicks by Vegetable Oils 
and Their Fractions, Marianne Goettsch and A. M. Pappenheimer, 
with assistance of Anna Hart, New York.—p. 673. 

Glycoproteins: II. pene og of Vitreous Humor and of Umbilical 
Cord. K. Meyer and J. W. Palmer, with assistance of Elizabeth M. 
Smyth, York.—p. 

Ouabain. F. Fieser and M. S. Newman, Cambridge, Mass.—p. 705. 

Proteolytic y WAR ies IX. Inactivation of Papain with Iodine. M. 
Bergmann and L. Zervas, New York.-—p. 711. 

Id.: X. Enzymes of Papain and Their Activation. 
W. F. Ross, New York.—p. 717. 

Transfer of Inorganic Phosphorus Across Red Blood Cell Membrane. 
Lena Halpern, New Haven, Conn.—p. 747. ; 

Effect of Parenteral Injection of Amino Acids and Related Substances on 
Creatine Formation and Storage in Rat. H. H. Beard and T. S. 
Boggess, with technical assistance of W. Bourgeois, A. Flynn and L, 
Horvitz, New Orleans.—p. 771. 
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Journal of Immunology, Baltimore 
BO: 403-494 (June) 1936 
Nature of Virucidal Substance in “‘Normal’” Human Serum as Compared 


with Trypanocidal and Bactericidal Substances. P. S. Strong, New 
York.—p. 403. 

Studies on Activity of Cephalin as It Relates to Coagulative and Com- 
plementary Properties of Blood. A. Wadsworth, F. Maltaner and 
Elizabeth Maltaner, Albany, N. Y.—p. 417. 

Procedure for Serclogic Determination of Blood Relationship of Ancient 
and Modern Peoples, with Especial Reference to American Indians: 
I. Procedure for determination of Iso-Antigens in Saliva. G. A. 
Matson and E. O. Brady, St..Louis—p. 445. 

Procedure for Serologic Determination of Blood Relationship of Ancient 
and Modern Peoples, with Especial Reference to American Indians. 
If. Blood Grouping of Mummies. G. A. Matson, St. Louis.—p. 459. 

Significance of Age of Rabbits for Elicitation of Shwartzman Phenome- 
non. E. Witebsky and E. Neter, New York.—p. 471. 

General and Cerebral Anaphylaxis in Monkey (Macacus Rhesus). N. 
Kopeloff, L. M. Davidoff and Lenore M. Kopeloff, New York.—p. 477. 


Journal of Pediatrics, St. Louis 
9: 1-148 (July) 1936 

*Effect of Vitamin D on Linear Growth in Infancy. Genevieve Stearns, 
P. C. Jeans and Verva Vandecar, Iowa City.—p. 1. 

Premature Infant. W. W. Swanson, V. E. Lennarson and F. L. Adair, 
Chicago.—-p. 11. 

Mortality ae Prematurely Born Infants. Ethel C. Dunham, Wash- 
ington, D. C.—p. 17. 

Pathogenic Significance of ‘Late’ Lactose- Fermenting” Coli-like Bacilli. 
L. D. Fothergill, C. A. Krakower and D. Freeman, Boston.—p. 23. 
Preliminary Report. 

H. A. Slesinger, Windber, Pa.—p. 42. 
*Prophylactic Pertussis Immunization. E. Y. Shorr, Brooklyn.—p. 49. 
Calcium and Phosphorus Metabolism in Case of Intractable Rickets. 
W. J. Highman Jr. and B. Hamilton, Chicago.—p. 56. 
Carcinoma of Adrenal Cortex. A. A. Little Jr., Houston, Texas.—p. 62. 
Hemorrhages Complicating Deep Pharyngeal Infection. I. Frank and 
A. F. Abt, Chicago.—p. 68. 

Gangrenous Vulvitis with Associated Mouth and Rectal Lesions in a 
Child: Case. W. D. Deuell and J. F. Landon, New York.—p. 75. 
Infantile Vomiting: Its Relief by X-Ray. R. A. Higgons, T. West 

and Margaret Duryee, Port Chester, N. Y.—p. 81. 
Epidemic Vomiting and Diarrhea. R. M. Greenthal, Milwaukee.—p. 87. 
Congenital a Jaundice. I. H. Kass and F. P. Osgood, Toledo, 
Ohio.—p. 91. 


Effect os Vitamin D on Linear Growth in Infancy.— 
Stearns and her associates report investigations on the effect 
of vitamin D on the growth of infants carried on for a period 
of seven years. The rate of growth in length of infants given 
one teaspoonful of high grade cod liver oil (from 340 to 400 
U. S. P.. units of vitamin D daily) was compared with the 
rate of linear growth of infants given the same type of diet 
but with the source of vitamin D from irradiated milk (from 
60 to 135 U. S. P. units of vitamin D daily) or its vitamin D 
equivalent as cod liver oil or cod liver oil concentrate milk, 
and with standard growth rates reported in the literature. A 
review of the growth standards shows that the rate of linear 
growth in infancy is increasing. Standards reported in 1929 
and 1933 show rates of growth definitely increased over those 
of older standards. Infants given from 340 to 400 U. S. P. 
units of vitamin D daily grow at rates definitely more rapid 
than those of even the recent standards. Infants ingesting 
from 60 to 135 U. S. P. units of vitamin D daily grow at the 
same rate as the recent standards. Exposure to sunlight 
increased the rate of growth in the few infants in whom this 
measure was tried and who were receiving the lower of the 
two stated amounts of vitamin D. The increased rate of linear 
growth is ascribed chiefly to the increased intake of vitamin D 
and its resultant effect on skeletal growth. Although the influ- 
ence of vitamin A has not been entirely excluded, certain of 
the observations recorded indicate that vitamin A was not the 
limiting factor in the growth of the infants studied. 

Treatment of Pertussis with Intranasal Antigen.—Dur- 
ing the interval between May 1935 and February 1936, Slesinger 


‘treated twenty-four active cases of whooping cough in various 


stages of the disease by the intranasal administration of a 
soluble antigen prepared from Haemophilus pertussis. The 
antigen consisted of a solution of soluble substances derived 
from recently isolated cultures of Haemophilus pertussis and 
represented the soluble protein of about 20,000 million organ- 
isms per cubic centimeter. The patient was placed in the 
recumbent posture with the head held in a dependent position’ 
below the level of the body. Ten drops of the antigen was 
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instilled in each nostril. The patient was kept in this position 
for two or three minutes in order to permit proper absorption. 
Treatments were usually given daily; in some cases they were 
given every second day. The total number of treatments varied 
from four to twelve. Summarizing his observation on the 
twenty-four cases treated in this manner, he says that of this 
series 45.8 per cent showed marked improvement, 29.2 per cent 
showed moderate improvement, and 25 per cent showed slight 
or no improvement. The antigen was used prophylactically 
in three cases: two patients developed mild attacks and one 
patient did not develop any symptoms. The antigen can be 
administered with ease. There are no reactions, and the nasal 
mucosa is not irritated. 


Prophylactic Pertussis Immunization. — Shorr checked 
the efficacy of larger doses of the Sauer vaccine and evaluated 
the prophylactic efficacy of a toxin developed by Mishulow, 
which was being distributed by the New York City Depart- 
ment of Health and which had been in general use thera- 
peutically since 1930. Summarizing his observations, he says 
that of seventy-four children injected with the varying doses 
of pertussis vaccine and followed over a period of thirty 
months, eleven developed whooping cough, giving an incidence 
of 14.8 per cent. A comparable number of controls (seventy- 
two) followed over a somewhat shorter period (nineteen 
months) showed an incidence of 36.1 per cent of whooping 
cough developing during this time. The subcutaneous or intra- 
muscular injection of pertussis vaccine in amounts of not less 
than 65 billion bacilli has apparently afforded complete protec- 
tion of those children subsequently exposed or has resulted in 
a marked amelioration of symptoms in the few who devel- 
oped whooping cough. The intracutaneous route of adminis- 
tration, although associated with rather marked local reactions, 
gave an agglutinin response comparable in titer with that found 
in children receiving from seven to eight times as much sub- 
cutaneously or intramuscularly, and even in small amounts 
(10 billions) was apparently able to modify the infection when 
it occurred. The use of the Mishulow vaccine compares favor- 
ably with that of Sauer in its prophylactic effect, and for 
large scale prophylactic usage eliminates the necessity of obtain- 
ing freshly isolated strains to be grown on culture mediums 
containing hurhan blood. 


Kansas Medical Society Journal, Topeka 
37: 265-308 (July) 1936 

Osteomyelitis of Spine. M. E. Pusitz, A. K. Owen, G. A. Finney, J. L. 
Lattimore and M. Gerundo, Topeka.—p. 265. 

Pneumococcus Pneumonia: with Especial Reference to pe Diagnosis 
and Serum Therapy. E. F. Roberts, New York.—p. 

Certified Milk as Source of Vitamin C. W. H. Riadelt and C, H. 
Whitnah, Manhattan.—p. 283. 


New England Journal of Medicine, Boston 
215: 101-138 (July 16) 1936 
Funnel Chest. P. E. Truesdale and G. T. Hyatt, Fall River, Mass. 


—p. 

Dementia at the Boston Psychopathic Hospital: of 
2,274 Cases. M. Moore and H. H. Merritt, Boston.—p. 108 

*Prophylactic ‘Value of Vitamin D Irradiated and Vitamin D Yeast-Fed 

ilk. . C. Eley and ~ C. Vogt, Boston, and Mary G. Henderson, 

Brookline, Mass.—p. 110 

Tuberculosis of Urethra: Report of Case. I. N. Kilburn, Springfield, 
Mass.—p. 112. 

Review of Medical Legislatiomg in Connecticut from 1911 to 1935, 
H. N. Costello, Hartford, Conn.—p. 114. 


215: 139-176 (July 23) 1936 
Relief of Severe Angina Pectoris in Young People with Rheumatic 
Heart Disease: Remarks on Atypical Anginal Syndrome. E. F. Bland 
and J. C. bag Boston.—p. 139. 
Silicosis. J. B. Hawes 2d, Boston.—p. 
in General Medicine. Tillotson, Waverly, Mass. 


SS Therapy of Acute Postoperative Parotitis. J. M. Robinson 
and J. Spencer, Boston.—p. 
Marriage and Mental Disease. N. A. Dayton, Boston.—p. 153. 
Vitamin D Irradiated and Vitamin D Yeast-Fed Milk. 
—Eley and his collaborators studied the relative prophylactic 
values of two types of vitamin D milk when it was employed 
as the only source of antirachitic substances in artificially fed 
infants. During the period of observation, which began in 
January 1935 and extended through May 1935, twenty-six 
infants were studied. All infants were placed on vitamin D 
milk within the same week and therefore it was possible to 
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follow the entire group for a period of five months. The age 
incidence of the patients at the beginning of the study varied 
from two to twelve weeks. With the exception of three infants 
who had received 1 drachm (4 cc.) of plain cod liver oil daily 
for four weeks, and three infants who had received a similar 
amount at irregular intervals for from two to three weeks, 
none of the infants had received any antirachitic substance. 
Ten were girls and sixteen were boys. The group contained 
one set of twins and three premature infants. In order to 
maintain a standard potency of the milk, biologic assays were 
made at regular intervals. The milk, which was delivered 
free to each family every morning, contained 135 U. S..P. and 
432 U. S. P. vitamin D units, the former being obtained by 
irradiation and the latter by feeding the cattle known quantities 
of yeast. Thirteen infants received the irradiated and fourteen 
the yeast milk. The formulas consisted of whole milk, corn 
syrup and water and were altered only during infections or 
when it became necessary to increase the amounts on account 
of the increasing requirements of the babies. Antiscorbutic 
substances in the form of orange or tomato juice were added 
to the diet at appropriate periods, as were cooked cereals and 
strained vegetables. Thus the diet met all the known nutri- 
tional, mineral and vitamin requirements with the exception 
of vitamin D, which was supplied solely from the milk. The 
results of this study showed that none of the infants developed 
rickets either by clinical or by roentgen examination, regardless 
of which milk they received. In the majority of instances the 
rate of growth was within the accepted curve of normal growth 
and development. In view of these observations it would appear 
that both the irradiated vitamin D milk and the yeast-fed vita- 
min D milk were adequate as prophylactic measures. | 


New Orleans Medical and Surgical Journal 
89: 1-56 (July) 1936 

The Doctor as an Expert Witness. St. C. Adams, New Orleans.—p. !. 

Present Status of Fever Therapy. W. H. Slaughter and J. A. Traut- 
man, New Orleans.—p. 6. 

Pilonidal Sinus. M. Gage, New Orleans.—p. 13. 

The Common Signs of Brain Tumors. G, C. Anderson, New Orleans. 
—p. 17. 

Pyelitis. P. J. Kahle and H. T. Beacham, New Orleans.—p. 21. 

Uterosalpingography and Uterotubal Insufflation in Sterility. W. H. 
Brandon, Clarksdale, Miss.—p. 25. 

Newer Methods in Diagnosing Early Carcinoma of Cervix. C. H. 
Tyrone, New Orleans.—p. 29. 

Report of the Pasteur Institute of the Charity Hospital of New Orleans 
for - Year 1935, R. D’Aunoy and J. H. Connell, New Orleans. 
—p. 32 


Pennsylvania Medical Journal, Harrisburg 
39: 755-844 (July) 1936 

Treatment of Injuries of Head. W. E. Dandy, Baltimore.—p. 755. 

Rationale of Electrosurgical Obliteration of Gallbladder: Clinical Study 
of Two Hundred and Thirteen Consecutive, Unselected Cases Without 
Mortality. M. Thorek, Chicago.—p. 759 

Modern Methods of Preventing Measles. ‘J. S. Baird and L. W. Pum- 
phrey, Pittsburgh.—p. 765. 

Application of Thoracoplasty to Treatment of Pulmonary Tuberculosis. 
J. B. Flick and J. H. Gibbon Jr., Philadelphia.—p. 768. 

Closed Intrapleural Pneumolysis as Aid to Artificial Pneumothorax in 
of Pulmonary Tuberculosis. G. Willauer, Philadelphia. 
—p. 772. 

Conservation of Vision in Child. G. E. de Schweinitz, Philadelphia. 
—p. 774. 

Xanthomatosis: Hand-Schiller-Christian’s Disease. H. A. Slesinger, 

in 

Macular Dystrophies. J. I. Gouterman, Philadelphia.—p. 782. 

Sporotrichosis. L. G. Beinhauer, Pittsburgh.—p. 787. 

*Treatment of Chronically Infected Prostate. L. F. Milliken, Phila- 
delphia.—p. 791. 

Use and Abuse of Methods Intended for Cure of Gonorrhea. E. S 
Everhart, Harrisburg.—p. 794. 

Arterial Embolism. J. C. Doane, Philadelphia. —p. 797. 

Problem of Increased Intra-Ocular binge in Concussion Injuries of 
Eye. P. H. Decker, Williamsport.—p. 

School Physician and Pediatrician. A. ue 4 Pittsburgh.—p. 802. 


Treatment of Chronically Infected Prostate.—Milliken 
presents some of the most promising ideas on the treatment of 
the chronically infected prostate that have been advanced 
during recent years. He shows that infection of the seminal 
vesicles must be assumed as nearly always concomitant with 
chronic prostatitis and must be treated at the same time. What- 
ever may have been the origin of the infection and regardless 
of what particular organism may be demonstrated in the secre- 
tions, the treatment is the same. Any form of treatment, in 
order to produce the best results, must be supplemented by 
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‘measures calculated to improve the general health. Tonics, 
proper exercise in the open air, avoidance of the sedentary life 
and the eradication of all discoverable foci of infection are 
important aids to any other form of treatment. The intravenous 
injection once a week of from 0.3 to 0.45 Gm. of neoarsphen- 
amine has seemed to be of definite value in some cases. Any 
moderate form of exercise that improves the circulation of the 
perineum and pelvic organs is desirable; walking, especially as 
exemplified in golf, is probably the best. A sedentary occupa- 
tion, long sessions at the card table, and prolonged automobile 
or train rides are certainly not conducive to a cure. Many cases 
disappear far more rapidly after an infection in tonsils or teeth 
has been eradicated. About the value of stock and autogenous 
vaccines, serums and foreign proteins, and the intravenous 
injection of various chemical antiseptics, the author says that 
it cannot be denied that any or all of these may have some 
supplemental value in certain cases, but none of them give 
results at all commensurate with the cost or the time involved. 
Of somewhat better promise is the injection of a dilution of 
1: 1,500 hydrochloric acid. Ten cc. of this is injected every 
day for five days, then every other day until ten more doses 
have been given. No matter what other form of treatment may 
be employed, massage must be used. However, too early, too 
frequent and too vigorous massage after gonorrheal infection 
of the gland may be the cause of many persistent cases. To be 
effective in the chronic case, massage must be firm and 
thorough. In order that there may be complete recovery from 
whatever reaction is induced, intervals of from five to seven 
days, or in some cases even longer, are better than shorter ones. 
Other methods of local treatment that seem most logical are 
direct injection of the gland with 1 per cent mercurochrome 
solution, drainage of the prostate by transurethral resection, 
and direct application of heat to the gland by any means availa- 
ble. The author describes a double rubber bag, the construction 
of which makes possible the application of any degree of heat 
desired to the rectal side of the vesicles and prostate, while 
tepid fluid circulating in the posterior cavity protects the normal 
rectum against possible ill effects of heat. Each case of chronic 
prostatitis must be treated individually as the judgment of the 
experienced urologist may suggest. 


Philippine Islands Med. Association Journal, Manila 
16: 329-394 (June) 1936 


Medical Services and Philippine Fellowship. 
Manila.—p. 329. 

Pulmonary Tuberculosis and Its Treatment with Artificial Pneumo- 
thorax. M. Quisumbing, San Pablo, Laguna.—p. 335. 


South Carolina Medical Assn. Journal, Greenville 
32: 163-184 (July) 1936 


Vesicular Eruptions of Hands. J. M. van de Erve, Charleston.—p. 163. 
The = of Drainage in Abdominal Surgery. C. B. Epps, Sumter. 


Sixto de los Angeles, 


—p. 1 
Some of “Fatal Accidents Incidental to Pregnancy. H. W. de Saussure, 
Charleston.—p. 171. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
44: 387-454 (July) 1936 


Comparative Study of Impedance Angle and Basal Metabolic Rate in 
325 Consecutive Cases: Physiologic Mechanisms Involved in Clinical 
Measure of Phase Displacement: ety. Report. <A. Barnett, 
New York, and C. S. Byron, Brooklyn.—p. 387. 

General and Neurosurgical aeemage og of Cerebral Birth Palsies. 

. v. Briesen, Los Angeles.— 

Cholesteatomas of Choroid Plexus of he Ventricle. C. H. Manlove 
and A. J. McLean, Portland, Ore.—p. 422. 

Fate of Hernial Sac in Hernia Treated by Injection Method. C. O. 
Rice and L, M. Larson, Minneapolis.—p. 428. 

Little Bag = a in Abdominal Surgery. 
Calif.—p. 

Factor of in Etiology of Experimental 
M. E. Steinberg, W. E. Zeller and R 


T. O. Burger, San Diego, 


Uleer of Jejunum. 

. J. Leckitch, Portland, Ore. 

—p. 

*Relief of Postoperative Intestinal Atony with Prostigmine.  K. 
Schlaepfer, Milwaukee.—p. a 


Pressure Necrosis: Persistent Postoperative Complication. H. G. 
Wetherill, Monterey, Calif.—p. 440. 
Lingual Thyroid: Division VIII. M. L. 


Montgomery, San Francisco.—p. 442. 
Relief of Postoperative Intestinal Atony with Physo- 
stigmine Derivative.—Schlaepfer first used prostigmine (the 
dimethyl-carbamic ester of 3  hydroxy-phenyl-trimethyl- 
ammonium-methyl sulfate) as an injectable stimulant for 
postoperative peristalsis in the fall of 1932. He was able to 
confirm the experiences of other observers that he was dealing 
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with an excellent peristaltic agent—one without undesirable 
by-effects. For injections, he always uses the intramuscular 
route. He gives the first injection from eight to ten hours 
after laparotomy. However, in cases in which he expects con- 
siderable stasis as a result of prolonged exposure of the open 
abdominal cavity and handling of the intestine, he feels justified 
in shortening the interval before the first injection. The second 
injection is usually given after an eight-hour interval. About 
fifteen to twenty minutes after the injection, increased peri- 
stalsis becomes noticeable by expulsion of flatus. The great 
majority of the author’s patients did net complain of cramps. 
Half an hour after the injection, a glycerin-water enema 
(100 cc.) is given. This usually is followed by a copious 
evacuation. He used and is using the physostigmine derivative 
as a preventive measure against atony following major abdomi- 
nal operations, when other measures, such as the light arc or 
electric pad in conjunction with enemas, would probably not 
suffice. Cases of acute abdominal conditions necessitating imme- 
diate surgery, such as appendicitis, perforated gastric or duo- 
denal ulcer, or cholecystitis, are greatly benefited by the early 
and persistent postoperative use of the physostigmine derivative 
until normal peristalsis is reestablished. Following operations 
for hemorrhoids, anal fistula and fissures in which the peristalsis 
is checked for several days by opiates, it proves valuable in 
starting peristalsis. In paralytic ileus due to peritonitis, it is 
helpful in promoting and sustaining effective peristalsis. A 
change in technic, which proved superior to the original pro- 
cedure, was the replacement of the glycerin-water enema by 
a slowly given enema of 100 cc. of 15 per cent solution of 
sodium chloride. 


Yale Journal of Biology and Medicine, New Haven 
8: 559-664 (July) 1936 

Early Fetal Activity in Mammals. D. Hooker, Pittsburgh.—p. 579. 

Carcinoiytic Action of rums. G. H. Smith, Elizabeth F. Jordan 

and Florence B. Mack, New Haven, Conn.—p. 603. 

Animal Parasitism in Connecticut and Adjoining States. F. W. 

O’Connor, New York.—p. 619. 

*Goat’s Milk Anemia. J. M. Orten and A. H. Smith, New Haven, 

Conn.—p. 637. 

Note on Early History of Infantile Paralysis in the United States. 

J. R. Paul, New Haven, Conn.—p. 643. 

Goat’s Milk Anemia.—Orten and Smith point out that 
several hypotheses have been advanced to explain the anemia- 
producing effect of goat’s milk. One of these postulates the 
presence of toxic substances in the milk, perhaps certain types 
of fatty acids in the milk fat which promote an increased rate 
of erythrocyte destruction and thus cause an anemia. However, 
the fact that the administration of relatively large amounts of 
fatty acids prepared from goat’s milk, or mixtures of pure fatty 
acids, to animals receiving either a mixed ration or a goat's 
milk diet had no noticeable effect on the composition of the 
blood seems to preclude the possibility of the presence of a 
hemolytic agent in the fat of goat’s milk. Another explanation 
of the cause of goat’s milk anemia is that this type of milk is 
deficient in some necessary hematogenic substance, such as iron, 
or, as has been recently suggested, an essential organic sub- 
stance perhaps related to the “extrinsic factor” said to be needed 
for the prevention of pernicious anemia in man. The evidence 
on which the latter view is based was obtained chiefly from 
experiments on young albino rats fed an exclusive goat’s milk 
diet. A severe hyperchromic anemia developed and a prompt 
cure resulted from treatment with liver or liver extract or 
with an extract of yeast. As a result, the suggestion has been 
made that rats given goat’s milk exclusively should serve as 
satisfactory test animals for the assay of preparations to be 
used in the treatment of pernicious anemia. The possible prac- 
tical importance of this alleged relation between the anemia- 
producing deficiency of goat’s milk and the “extrinsic factor” 
said to be involved in human pernicious anemia suggested the 
need of a further study of the problem. The authors made such 
studies on male albino rats and record their results in tables. 
They reach the conclusion that a diet composed exclusively of 
goat’s milk supplemented with iron and copper supports good 
growth and permits the maintenance of a normal blood picture 
This observation 
adds further to the evidence that goat’s milk itself is not deficient 
in any necessary organic hematogenic substance, such as the 
alleged “extrinsic factor” related to pernicious anemia in man. 
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An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Medical Journal, London 


2:1-56 (July 4) 1936 


Carcinoma of Rectum: Points on Pathology and Treatment. L. E. C. 
Norbury.—p. 1. 
Common Obstetric Injuries and Their Sequels. D. Miller.—p. 4. 


“Artificial Silk Keratitis. D. Rankine.—p. 6. 
Infective Hepatitis with Fatal Recrudescence. T. E. 
pe on onal of Recent Dislocation of Carpal Semilunar Bone. 
Partisl Theracic Stomach: Report of Case. G. R. Ellis.—p. 13. 

Artificial Silk Keratitis—Rankine observed 1,598 cases in 
two years. The earliest symptom was blurring of vision, with 
the appearance of halos round lights. This stamped the dis- 
order as a corneal one from the. first. In a comparatively small 
number of cases recovery took place without the development 
of further symptoms, and, there being no slit lamp available, 
the only objective sign was conjunctival injection, which was 
never. very severe. In the great majority, however, the con- 
dition progressed, and the blurring was followed in from half 
an hour to several hours by a feeling of grittiness under the 
lids, photophobia, lacrimation, often blepharospasm, frequently 
drooping of the lids without spasm, dull aching at the back of 
the eyes and headache. In cases which went on to irritation, 
fluorescein staining showed more or less desquamation .of the 
corneal epithelium on the center of the cornea. The destruction 
of tissue was essentially superficial. The keratitis was always 
accompanied by circumcorneal injection and by conjunctival 
injection of all degrees. The breath of those who were affected 
was pungent, the odor being suggestive of onions (at one stage 
of manufacture there is produced thioformaldehyde). Removal 
from the spinning room or acid house was almost always neces- 
sary; the most welcomed active treatment was the application 
of a weak cocaine ointment, such as 0.5 per cent in zinc oint- 
ment. The keratitis affected the spinners and the “cake 
changers” in about equal proportions. At this factory impor- 
tant points were noted which do not seem to have attracted 
attention elsewhere. First, about two thirds of the men 
appeared to be immune. Searching examinations revealed noth- 
ing that would explain this immunity. The method of onset 
of symptoms was given special study. Almost invariably at 
least two eight-hour exposures were necessary to produce symp- 
toms. It seems that, given sufficient cause, three or four 
exposures will produce keratitis in susceptible workers. Symp- 
toms frequently began not during exposure but after leaving 
work. Many workers even went home and to sleep without 
symptoms and found blurring present on awakening. The 
“droplets” theory of etiology was ruled out early in this 
investigation. A gaseous cause was decided as being the most 
probable. The ventilation was faulty in that fresh air was 
introduced at ground level and at roof level, while extraction 
was only through the spining boxes, at waist level. It was 
suggested that, if the induction pipes on the ground level were 
made to act as extraction pipes, there would then be a uniformly 
downward system of ventilation. This suggestion was adopted 
and, when put in operation, produced a dramatic drop in the 
number of cases of keratitis. One outbreak of keratitis could 
not be attributed to any fault in the extraction system in the 
spinning room. On inquiry it was found that thiofoggaldehyde 
was responsible. 


Lowe.—p. 9. 
A. F. 


Lancet, London 
1: 1391-1450 (June 20) 1936 

Enlargement of the Heart. J. Parkinson.—p. 1391. 

*Acute Toxemia of Burns: Extract of Suprarenal Cortex in Treatment. 
W. C. Wilson, G. D. Rowley and N. A. Gray.—p. 1400 

Effect of Oophorectomy and Splenectomy on Cancer of Breast and 
Uterus. P. Paterson.—p. 1402. 

Counterirritation by Ultraviolet Light. A. Eidinow.—-p. 1404. 

Chemical Changes in Blood in Addison’s Disease and Their Alteration 
in Response to Treatment. E. N. Allott.—p. 14006. 

New Dystrophy of the Fifth Finger. A. R. Thomas.—p. 1412. 

Abscess of Spinal Cord. R. M. Walker and S. C. Dyke.—p. 1413. 


Acute Toxemia of Burns.—Wilson and his associates used 


adrenal cortex extract as an adjuvant measure in the treatment 
of three cases of acute toxemia due to burns. A fatal issue 
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was predicted in two of the three cases. In man, adrenal 
cortex extract has been employed in a few instances in the 
treatment of bacterial infections and toxicosis; so far as the 
authors are aware, no reports are available of its use in burns. 
Regarding the mode of action of adrenal cortex extract in 
combating acute toxemia of burns, they have little positive 
information. Their observations indicate that it results in an 
increased efficiency of the circulatory mechanism. The only 
alterations found in the blood of burned individuals during 
extract therapy were in the sedimentation rate and (once) in 
corpuscular content. There is no satisfactory evidence that 
acute toxemia of burns produces a functional insufficiency of 
the suprarenals; changes in blood chemistry. during the toxic 
phase of burns, though in certain instances they bear some 
resemblance to changes after adrenalectomy, are irregular and 
frequently insignificant. Moreover, pathologic studies have 
revealed little evidence of damage to the adrenals. Adrenal 
cortex extract should be considered an adjuvant measure and 
not a substitute for proved and recognized preventive treatment 
in acute toxemia of burns and also possibly, as future trial 
may show, in the stage of circulatory collapse (secondary 
shock). Some precaution against liver damage is advisable. 
Continuous intravenous infusion of dextrose saline solution 
from an early stage of extensive and severe burns may miti- 
gate the injury to the liver cells. The quantities of extract 
required for maintenance of circulatory efficiency are evidently 
considerable. Of the concentrated extract now available, 1 cc. 
every two hours from the onset of acute toxemia will suffice 
for a child, while for an adult 2 cc. or more every hour is 
necessary. Injections should be continued for 100 hours after 
injury and should be renewed if toxic manifestations reappear. 


Medical Journal of Australia, Sydney 
1: 803-834 (June 13) 1936 

Aberrant Renal Vessels. F. L. Gill.—p. 803. 
Value of Rectal Administration of Glucose, A. B. Corkill.—p. 807. 
Quantitative Effect of X-Rays on Mitosis in Mouse Tumor S-37. W. H. 
Occupation J. R. Innes.—p. 
*Increase in Diameter of Aorta with Age. H “7 Cleland.—p. 818. 

Increase in Diameter of Aorta with Age.—While doing 
postmortem examinations on young persons, Cleland noticed 
that the diameter of the aorta is definitely less than that of 
older persons. He decided to take measurements of the diam- 
eter of the aorta just above the aortic valve and an inch or so 
above the diaphragm, to see whether there was any regular 
increase in size with age. He shows with tables of males and 
of females that there is a definite and regular increase in diam- 
eter of the aorta with advancing years. The results are 
tabulated by decades. The aortas of 227 males and 147 females 
have been measured and tabulated. The table for males indi- 
cates that the average measurement above the valve in those 
who were below the age of 21 was 1.7 cm. and that the average 
above the diaphragm was 1.2 cm. For those between the ages 
of 21 and 30 the average measurements were 1.82 and 1.36 cm. 
respectively; between 30 and 40, 2.05 and 1.39; between 40 
and 50, 2.21 and 1.6 cm., and so on, those over 70 years of 
age showing average values of 2.75 and 1.92 cm., and those 
over 80, 3.15 and 2.22 cm. The measurements in females 
showed slightly lower values, but here too an increase could 
be noted with the advance in years. 


Medical Press and Circular, London 
192: 561-580 (June 24) 1936 
*Liver Function and Its Significance in Disease. W. 
564. 


—p. 


D. W. Brooks. 


Origin of Gallstones. 
Hepatic Injuries: 
—p. 570. 
Nervous Disorders Associated with Excess and Lack of Blood Sugar. 
H. Dunlop.—p. 574 
Liver Function and Its Significance in Disease.—Brooks 
discusses the function of ‘the liver in fat, protein, carbohydrate 
and nucleoprotein metabolism. In the protective function of 
the liver, sulfur, derived largely from the cystine of the food, 
is in the course of protein metabolism removed in the liver, 
oxidized to sulfuric acid and neutralized with sodium and potas- 


C. Newman.—p. 567. 


Clinical Study of Twelve Cases. C. P. G. Wakeley. 


‘sium. The inorganic sulfates so formed are excreted in the 
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urine. Some of the unabsorbed amino acids undergo putre- 
faction in the large intestine with the formation of indole, 
skatole and phenol. These are absorbed into the portal blood 
and conjugated with inorganic sulfates and glycuronates in the 
liver and are then passed on for excretion in the urine. Since 
indole, skatole and phenol are extremely toxic bodies, while 
the ethereal sulfates and glycuronates are harmless waste prod- 
ucts, this would seem a most important function. An increase 


in the phenol of the blood has been reported in an advanced. 


case of cirrhosis, and it is of interest that Foster and Kahn 
have used the power of the organism to conjugate phenols as 
a test of liver efficiency. Other poisons, such as the .heavy 
metals, dysentery toxin, ricin and abrin, are excreted in the 
bile. In this connection the actively phagocytic Kupffer cells 
probably play an important part. There is also reason to 
believe that bacteria are removed from the blood stream, killed 
and excreted by the liver. Vauthey, moreover, has collected 
evidence which suggests that the liver plays a protective part 
in anaphylactic conditions. 


Archives des Maladies du Cceur, Paris 
29: 369-432 (June) 1936 
Complete Block and Auricular Flutter. D. Routier, H. Mamou and 
Lemant.—p. 369. 
*Experimental Study of Two Pathogenic Forms of Acute Pulmonary 
ema. E. Coelho and M. Ribeiro.—p. 383. 

Forms of Acute Pulmonary Edema.—According to Coelho 
and Ribeiro, acute pulmonary edema has been observed in four 
conditions; namely, in claudication of the left ventricle, venous 
stasis with acute pressure in the pulmonary veins, toxic reac- 
tions from various substances and nervous edema (accompany- 
ing cerebral disturbance). The mechanism, they believe, is of 
two types and they describe the two forms of experimental 
pulmonary edema. In dogs, after complete ligation of the 
ascending aorta, an immediate dilatation of the left ventricle 
accompanied by intense pulmonary edema could be observed. 
The second pathogenic form of acute pulmonary edema in dogs 
could be produced by the introduction into the circulation of 
various toxic substances. When the edema following ligature 
of the aorta was compared with that produced by injection of 
silver nitrate into the wall of the right ventricle, marked 
differences in the heart, in the appearance of the lungs and in 
the edema itself were noticed. In order to control the mechani- 
cal factors they injected alcohol into the right ventricle or 
into the pulmonary artery and were never able to produce edema 
with this substance. They concluded therefore that pulmonary 
edema produced by injections of a solution of silver nitrate 
into the saphenous vein or the right ventricle of the dog is an 
edema of toxic origin and identical with the toxic edema of 
man. The edema produced by ligation of the aorta or by partial 
necrosis of the left ventricle is of a mechanical origin, pro- 
duced by the insufficiency of the left ventricle, and is identical 
with that in man produced by failure of the left side of the 
heart. 


Bull. et Mém. de la Soc. Méd. des Hopitaux de Paris 
52: 1031-1105 (June 29) 1936. Partial Index 


*Acute Mercurial Nephritis: Study of Changes in Blood Chlorides. 
R. S. Mach and H. Oppikofer.—p. 1032. 


Lipoid Nephrosis Observed Four Years: Case. Pasteur Vallery-Radot, 

G. Mauric, M. Laudat and Mile. P. Gauthier-Villars.—p. 1048, 
*Facial Paralyses in Course of Chronic Nephritis. P. Merklen and 

. Israel.—p. 1064. 
Lipoid Nephrosis After Aurotherapy. R.-J. Weissenbach, J, Martineau, 

J. Brocard and A. Malinsky.—p. 1076. 

Acute Mercurial Nephritis.—Mach and Oppikofer report 
the case of a man, aged 32, after ingestion of 100 cc. 
of a 1 per cent solution of mercuric chloride. In the course 
of the secondary nephritis resulting from this poisoning the 
blood urea rose to a level of'6.55 Gm. per thousand and was 
quickly lowered, returning to normal in about two weeks. 
After this recovery the patient showed no signs whatever of 
renal insufficiency. The nephritis developed in four periods: 
(1) a phase of onset, immediately after the absorption of the 
poison, characterized by severe lumbar pain and vomiting; 
(2) a phase of anuria, beginning the day after the intoxication 
and lasting for eight days; (3) a first period of diuresis, in the 
course of which the level of blood urea continued to rise to 
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its maximum level on the sixteenth day after the intoxication; 
vomiting practically ceased during this phase; (4) a second 
period of diuresis, accompanied by lowering of the blood urea 
in the course of fourteen days to a practically normal level. 
The striking feature of the intoxication was that in spite of 
the large amount of the metal ingested the digestive disorders 
were insignificant. Furthermore, in spite of some retention 
of chlorides, the plasma chloride continued to become lowered, 
and signs of disturbed chloride balance resulting from adminis- 


tration of the salt became apparent in spite of the low plasma 
chloridé content. 


‘that the treatment of such intoxications by administration of 


The authors believe that this fact indicates 


chlorides is an individual matter and is not always indicated. 


‘Facial Paralyses in Chronic Nephritis.—Merklen and 
Israel report the case of a woman, aged 35, who belonged in 


‘the class of those having a chronic nephritis with azotemia and 


hypertension. On the basis of this condition, she developed a 
left facial paralysis which was inconstant and a right facial 
paralysis which was severe and developed in three attacks. 
Recovery from the last occurred after about three months except 
for the persistence of some stiffness in the movements of the 
forehead. The most probable explanation for this complication 
is as an accident accompanying the azotemia. 


Paris Médical 
1: 509-568 (June 13) 1936. Partial Index 


Surgical Treatment of Essential Arterial Hypertension According to 
Pende’s Method. N. Pende.—p. 509. 


Neuromeningeal Drainage: Physiopathologic Concept. G. Boschi.— 
p. 520. 


Study of Personality. R. P. A. Gemelli.—p. 523. 
New Aspects of Vitamin Deficiencies. G. Lorenzini.— 
*Studies of Anisocytosis of Erythrocytes and Their Applications to Diag- 

nosis of Diseases of Liver. A. Archi.—p. 561. 

Anisocytosis and Diagnosis of Liver Diseases.—Archi 
believes that an increase in the erythrocyte diameters is not 
encountered in all liver diseases but only in those in which 
there is a diffuse anatomic lesion of the entire liver parenchyma.. 
Such changes are lacking in circumscribed lesions, as, for 
example, abscesses, hydatid cysts and metastatic neoplasms. The 
increase in diameter is observed in the chronic liver disorders 
of irreversible character as well as in the acute conditions, 
such as atrophic cirrhosis, pigmentary cirrhosis, interstitial 
hepatitis and cyanotic atrophy. In diseases of the biliary tracts, 
the erythrocytometric formula is usually normal. In reten- 
tion icterus, on the contrary, increases in erythrocyte size 
may or may not be present. The increase in diameter of the 
erythrocytes is thus probably not due wholly to the presence 
of a clinically evident jaundice. In spite of these observations, 
some obscurity remains as to the relations between an increase 
in erythrocyte size and hepatic disorder. No clear cut diag- 
nostic or prognostic significance can yet be applied to aniso- 
cytosis in liver disease. 


Presse Médicale, Paris 
44: 1049-1064 (June 27) 1936 
Peripheral Facial Paralysis. V. Audibert, C. Mattei and A. Paganelli, 
1049. 


Reflections on Present Tendencies in Phthisiotherapy. 
Bice Disorders Caused by C ney A. Tzanck, F. Layani, 

E. Sidi and H. P. Klotz.-—p. 

Duret’s Theory of Cerebrospinal tal and Recent Studies on Cerebral 

Commotien. QO. Berner.—p. 

Rheumatic Disorders Caused by Chemicals. — Tzanck 
and his colleagues studied all the cases of rheumatism develop- 
ing in the venereal disease clinic of the Broca Hospital and 
the St. Antoine Hospital with regard to rheumatism developing 
in the course of chemotherapy. Rheumatic symptoms developed 
almost always in young subjects who had never previously 
shown similar manifestations. Women were more frequently 
involved than men. The articular symptoms, however, could 
develop at any time in the series of the chemical treatments. 
The dose of chemical seemed to play little part. The remarkable 
feature was the apparent brevity of the incubation period. The 
attack usually occurred three or four hours after the injection, 
although it might be two or three days. Three main types 
could be distinguished: simple polyarthralgia was the most 
frequent; a form of hydrarthrosis, and a form of febrile poly- 
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articular type were also noted. Cutaneous or visceral manifes- 
tations were frequently associated with the joint symptoms. 
Any of the common complications of chemotherapy, however, 
could accompany the articular manifestations. According to the 
author’s observations, arthritic symptoms were encountered 
more frequently after the administration of arsenicals than 
after other forms of chemical therapy. Symptoms have been 
recorded, however, after bismuth, mercury and gold compounds, 
barbiturates and other chemical agents. The nature of the 
reaction introduced by chemical agents is difficult to determine. 
The infectious and the toxic theories have been advanced to 
explain them, but the authors feel that the most important 
factor is probably individual intolerance to the specific agent. 
From a clinical and physiopathologic standpoint the mani- 
festations are similar regardless of the exciting cause. The 
mechanism is probably essentially vascular and reveals a sudden 
disturbance of the neurovegetative system. 


Revue Frangaise d’Endocrinologie, Paris 
14: 203-294 (June) 1936 

*Influence of Sexual Hormone Preparations on Hypophysis. A. Fischer 
and N. Engel.—p. 203. 

Experimental and Clinical Observations Concerning Influence of 
Hypophyseal and Parathyroid Preparations on Secretory and Motor 
Functions of Stomach. D.-M. Rossiisky, J.-J. Kantorovitch, J.-J. 
Karmasine and A.-A. Jouravel.—p. 226. 

Hemocrinotherapy in Microbial Foci of Inflammation. L. Filderman 
and M. Filderman.—p. 235. 

Near “= a Results of Endocrine Gland Grafts. Héléne Aouslender. 
Preparations and Hypophysis.—Fischer 

and Engel investigated the effects of injections of estrogenic 

substance on the estrual cycle of rats. Histolugic examination 
of rats having received strong doses of estrogenic substance 
gave the following results: The ovaries contained more or 
less numerous corpora lutea, sometimes well vascularized new 
ones and sometimes old ones. The follicles were small and 
immature at the beginning of the cycle but enlarged progres- 
sively toward the tenth and twelfth days. The histologic aspect 
of the uterus corresponded to that of the vagina and remained 
essentially unchanged. It was concluded that observation of 
the genital cycle in selected rats is a good method for examining 
the hypophyseal function. No other hormone except estrogenic 
substance can change the cycle. Estrogenic substance given 
in large doses is capable of suppressing several estrual cycles 
and prolonging the duration of the intermenstrual period up 
to two weeks. This phenomenon is accompanied by some 
morphologic changes which suggest that the suppression of the 
cycle is the result of the absence of the hypophyseal gonad 
stimulating action necessary for the maturation of the follicles. 
The number of basophils is diminished in estrogenic substance 
treatment. The hypophysis of castrated rats is more active 
and that of animals treated with estrogenic substance less 
active than that of normal animals. The action of castration 
on the hypophysis can be prevented by estrogenic substance 
but not by other hormones. The inhibition of estrogenic sub- 
stance on the hypophysis explains the action of this hormone on 
the genital cycle of the rat. It is probable that estrogenic sub- 
stance exerts its action in physiologic conditions also, thus 
explaining the humoral hypophyseal ovarian automatism. The 
administration of estrogenic substance to nonmature rats 
represses their genital development and slows their growth. 
These two effects are explained by the inhibiting action on the 


production of the gonad stimutating hormone and the hormone. 


of growth of the hypophysis. The thyroid hormone has 
apparentiy no influence on the gonad stimulating function of 
the hypophysis, but it exerts a depressing action on the ovaries. 
This action is one sided, since the gonads have no influence on 
the thyroid. 

Strasbourg Médical 

96: 233-248 (June 5) 1936 
*Premenstrual Elevation of Temperature in Pulmonary Tuberculosis. 

R. Weiller.—p. 233. 

Premenstrual Elevation of Temperature in Tuber- 
culosis.—Weiller says that all the stages of genital life in 
young women exert a more or less damaging influence on the 
evolution of pulmonary tuberculosis. He reviews the literature 
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and discusses personal observations on temperature curves, 
especially around the menstrual period of normal women and 
those with pulmonary tuberculosis. He feels that one can say 
that, in tuberculosis of women having regular periods or those 
showing an active amenorrhea, a premenstrual elevation of tem- 
perature is observed with extraordinary frequency. The rise 
may start even as long as two weeks before the period begins, 
depending on the activity of the pulmonary lesions. The 
elevation of temperature is slight in inactive cases and marked 
in active ones. .All types of intermediate temperature curves 
were also observed. 


Helvetica Medica Acta, Basel 

3: 219-327 (July) 1936. Partial — 
New Tuberculin. F. Cevey.—p. 219. 
Studies on Function of Thyroid. F. Bruman.—p. 227. 
Syndrome of Adie: Presentation of Case. J. Pelet.—p. 238. 
*Pathology and Therapy of Cheyne-Stokes. O, Roth.—p. 240. 
Electrocardiographic Aspects of Pericarditis. M. Holzmann.—p. 249. 
Changes in Renal Permeability for Dextrose. E. Martin and F. 

Sciclounoff.—p. 258. 

Induced Hyperchloremia. R. S. Mach and F. Sciclounoff.—p. 265. 
Simultaneous Bilateral Pneumothorax and Separation of Bands of 

Adhesions. J. H. Houriet.—p. 274. 

Pathology and Therapy of Cheyne-Stokes.—Roth states 
that it was pointed out in 1909 that by voluntarily increased 
respiration the Cheyne-Stokes respiratory phenomenon may 
be elicited in normal subjects. The author's studies 
revealed that this is possible only in some persons, most readily 
in those who are predisposed to hyperventilation tetany. He 
further points out that nearly all investigators are agreed that 
a reduced irritability of the respiratory center plays a part in 
the Cheyne-Stokes respiration. It is his aim to give experi- 
mental proof that the respiratory center is severely impaired in 
the Cheyne-Stokes phenomenon. He cites tests which seem to 
demonstrate that the severity of the disturbance in the respira- 
tory center differs in the individual cases. In 1916 he called 
attention to the fact that, in addition to the respiratory center, 
the center of the cardiac vagus may likewise be involved. 
He demonstrates electrocardiograms illustrating this. Then he 
evaluates the various therapeutic procedures, such as the injec- 
tion of theophylline with ethylenediamine, lobeline or phos- 
phatine, and so on. In some cases he obtained good results 
with oxygen treatment. In recent years, however, he observed 
that an admixture of carbon dioxide to the oxygen had an 
even better effect, and since 1933 he has used the oxygen carbon 
dioxide mixture regularly in Cheyne-Stokes cases. In trying 
to explain the favorable action of this gas mixture, he suggests 
that its administration probably results in a chemical composi- 
tion of the blood that is capable of stimulating the function of 
even a severely impaired respiratory center. 


Arch. Ital. d. Mal. d. App. Diger., Bologna 
5: 199-302 (May) 1936 
Appendix and Pulmonary Tuberculosis. E. Frola and A. Oliveri. 
199. 


Blood oe After Resection of Stomach. A. Vecchi.—p. 237. 

*Idiopathic Chronic Steatorrhea: Further Studies. A. Allodi.—p. 253. 

Cancer of Esophagus: Case. G. Béhm.—p. 273. 

Technic and Indications of Finsterer’s Gastric Resection. G. Cavina. 
. 280. 


Reticulo- Endothelial Reaction Following Injection of Gastric Juice in 

Rats. L. Crosetti and G. Bajardi.—p. 296. 

Idiopathic Chronic Steatorrhea.—Allodi reports a case of 
idiopathic chronic steatorrhea in a patient, aged 33, who had 
never been out of Turin. In this case it was possible to make 
all clinical and laboratory examinations so that a definite diag- 
nosis was established. The syndrome could be superimposed 
on that of tropical sprue with a picture similar to that of 


pernicious anemia, which was differentiable from typical per- 


nicious anemia because of the presence of Castle’s intrinsic 
factor in the gastric juice of the patient. The daily oral admin- 
istration of 300 Gm. of liver extract brought about a rapid 
improvement in the general condition and resulted in complete 
recovery of the patient. The author believes that idiopathic 
chronic steatorrhea is caused by a lack of assimilation of fats 
and metals by the organism, owing to the presence of inflam- 
matory lesions in the duodenum, and that anemia in such cases 
is probably the result of the absence of vitamin D in the gastric 
juice, which factor is found in the liver. 
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Folia Medica, Naples 
22: 625-672 (July 30) 1936 


From Hypotensive Pneumothorax to Surgical Detention of Lung. 
F. Tobé.—p. 627. 


*Group-Specific Properties of Vernix Caseosa. F. Tarsitano.—p. 642. 


Group-Specific Properties of Vernix Caseosa.—Tarsi- 
tano made determinations of the group-specific properties of 
vernix caseosa of infants classified according to blood groups. 
The determinations were made on stains. The author con- 
cludes that vernix caseosa has group-specific properties as 
shown by the adsorption of specific iso-agglutinins from the 
blood serum when the latter is placed in contact with the 
stained material. There is a perfect correspondence between 
the blood group to which the infant belongs and the group of 
the stain. The latter is evaluated from the intensity of specific 
adsorption of iso-agglutinins from the blood serum by the 
stain. The quantitative value of adsorption by vernix caseosa 
is low compared with that of the blood erythrocytes of the 
infant. The specific adsorption properties are retained in the 
stains for about twenty-five days and can be used in medico- 
legal procedures for identification and other aims. 


Giornale di Clinica Medica, Parma 
17: 841-908 (July 20) 1936 


*Adrenal Cortex and Sodium Chloride Metabolism. M. T. Malato. 


Gamsitubhenal Uleer and Hyperglobulia. W. Melocchi.—p. 864. 
Alcohol Therapy in Nontuberculous Pulmonary Diseases in Native 

Soldiers of Eastern Italian Africa. Molinari—p. 873., 

Adrenal Cortex and Metabolism of Sodium Chloride. 
—Malato’s experiments are based on the fact that adrenal insuf- 
ficiency is associated with a decrease of sodium chloride of 
the blood and increased elimination of the chloride through 
the urine. The purpose of the experiments was to verify the 
relation between the adrenal cortex and the sodium chloride 
metabolism. The experiments were performed on white rats, 
a number of which were subjected to adrenalectomy and the 
other to acute dechloridation. The syndrome produced in the 
animals of the two groups was the same and consisted, espe- 
cially, in early spastic paralysis of the hind legs, diffuse hyper- 
trophy of the lymphatic system structures, true hemorrhagic 
diatheses, especially in the gastric and intestinal mucosae, and 
great atonic dilatation of the stomach and intestine. From the 
results of the experiments the author concludes that probably 
primary adrenal cortex insufficiency produces secondary hypo- 
chloremia and increased elimination of the chloride through the 
urine in the same manner as primary chloropenia produces, 
secondarily, a miopragic condition of the adrenal cortex. The 
histologic studies of the adrenal glands of the chloropenic rats 
in the author’s experiments showed the same type of lesions 
as those seen in clinical cases of acute adrenal insufficiency. 
The author concludes that his results have a clinical therapeutic 
value by pointing out the advisability of administering an asso- 
ciated treatment of sodium chloride and adrenal cortex extract 
in cases of a syndrome of primary adrenal insufficiency with 
secondary chloropenia (Addison’s disease) as well as in the 
syndrome of primary chloropenia with secondary adrenal insuf- 
ficiency (chloropenia caused by vomiting, diarrhea and similar 
conditions). 

Minerva Medica, Turin 
2: 25-48 (July 14) 1936 

*Scurvy Due to Destruction of Vitamin C by Intestinal Bacteria. 

P. Marin.—p. 25. 
Value of Read’s Formula for Determination of Basal Metabolism. 

E. Andreucci.—p. 29. 
Renal Lithiasis and Parathyroids. 

Scurvy Due to Destruction of Vitamin C by Intestinal 
Bacteria.—Marin’s patient, aged 22, presented a clinical pic- 
ture of acute rheumatism, dyspepsia, intense anemia and general 
debility, which was complicated by continuous persistent high 
fever and intense hemorrhagic gingivitis. A diagnosis of scurvy 
was made. The patient’s diet did not lack vitamins, especially 
vitamin C. Treatment during two weeks with an antiscurvy 
diet, witn plenty of lemon and orange juice together with 
administration of hemostatics, gave no relief. The administra- 


A. Galluppi.—p. 32. 
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tion of liver extract and adrenal cortex extract by the intra- 
muscular route resulted in the rapid, complete and permanent 
recovery of the patient. The author reviews Stepp’s experi- 
ments in which the latter found that bacteria of coli and para- 
typhoid types destroy vitamin C. From this experiment the 
author concludes that in his case the predominance of coli or 
paratyphoid B bacilli in the patient's intestinal flora caused 
destruction of vitamin C, which resulted first in development 
of avitaminosis and then in the failure of the antiscurvy treat- 
ment when the latter was administered by the mouth. The 
author states that scurvy is not as rare in Italy as is believed, 
that it may be due to disturbances of vitamin assimilation by 
the intestine, and that it may develop into an atypical early 
period, as in his patient. 


Riforma Medica, Naples 

52: 917-948 (July 4) 1936 

*Familial Porphyrinuria and Idiopathic Porphyria. 
Seminiferous Carcinoma Developed 

M. Sirolli.—p. 925. 

Familial Porphyrinuria and Idiopathic Porphyria. — 
Maugeri states that the daily elimination of porphyrin through 
the urine, which normally amounts to 50 micrograms, increases 
in cirrhosis of the liver, pernicious anemia, malaria, barbital 
and lead poisoning and porphyria. The author reports a case 
of coproporphyrinuria and protoporphyrinuria in two brothers 
and a sister. In the three cases there was hyperchromia of the 
erythrocytes, bilirubinemia and intense elimination of urobilino- 
gen and stercoral bilinogen. The globular resistance was 
normal. The health of the three members of the family was 
normal except for the presence of moderate splenomegaly. Two 
brothers in another family presented also porphyrinuria asso- 
ciated in one with idiopathic abdominal porphyria. The author 
discusses the synthetic relations of porphyrin to the metabolism 
of hemoglobin and the similarity of the symptoms of porphyria 
with those of hemolytic jaundice, from which porphyria is 
differentiated by the existence of a porphyrogenous facter that 
does not exist in hemolytic jaundice. The author admits, from 
a clinical point of view, the existence of a condition of latent 
porphyrism due to alterations of the metabolism of hemoglobin, 
which may remain latent until certain factors, now unknown, 
change the latent condition into a syndrome of porphyria. 


S. Maugeri.—p. 919. 
in Retained Testicle: Case. 


Archivos de Medicina, Cirugia y Espec., Madrid 
39: 461-496 (July 15) 1936 
*Diagnosis of Spondylitis Deformans. J. M. Mufioz Arefios.—p. 461. 
Metabolism of Creatine and Hypophysis. A. Fernandez Cruz.—p. 471. 
Diagnostic Erroneous Interpretation of Certain Roentgen Images of 

Thorax from External Shadows. L. Gonzalez Rubio and C. Penzol y 

Vijande.—p. 480. 

Cevitamic Acid in Organs of Animals in Experimental Scurvy. 

A. Giroud and A. Santos Ruiz.—p. 482. 

Diagnosis of Spondylitis Deformans.—Mufioz Arejfios 
states that the diagnosis of spondylitis deformans, early in the 
development of the disease, is difficult because of the fact that 
the first clinical symptoms appear late in the evolution of the 
vertebral lesion. Generally the patients place the cause of the 
condition on industrial trauma with purposes of compensation. 
There is always a history of vertebral insufficiency in the 
patient. The diagnosis is made by the roentgenogram of the 
involved vertebrae, which show atrophic alterations early in 
the disease. In more advanced stages of the disease there are 
zones of vertebral rarefaction, osteophytes, processes of synos- 
tosis and exostosis and deformation of the menisci and of the 
vertebrae, which take the characteristic aspect of a flat vertebra 
and, in the forms of rapid evolution, processes of meniscal and 
vertebral destruction. The author made roentgen studies of the 
involved vertebrae in forty-five cases of spondylitis deformans. 
The majority of cases were in advanced stages. He concludes 
that there is no relation between trauma and spondylitis defor- 
mans. As a rule clinical symptoms of the disease appear after 
a period of rest not necessarily following trauma. The factors 
that account for the development of the clinical symptoms after 
a period of rest are unknown. It is plausible, however, that in 
patients who suffered from trauma the period of rest and not 
trauma in itself acted as the agent to bring the disease from a 
latent condition into one of evolution. 
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Klinische Wochenschrift, Berlin 

15: 953-992 (July 4) 1936. Partial Index 
Significance of Epipharynx for Human Pathology. S. Graff.—p. 953. 
Question of Use of Digitalis in Paroxysmal Tachycardia. G. Lazzaro. 


9 
eOusitative Blood Picture of Thrombocytes in Acute Miliary Tuber- 

culosis. Arneth.—p. 964. 

Bacteriologic-Serologic Diagnosis of Dysentery. W. Kan. —p. 967. 

Functional Test of Capillaries. P. Roboz.—p. 968. 

*Ide Reaction: New —- Reaction for Demonstration of Syphilis. 
. Ide and T. Ide.—p. 

Thrombocytes in Miliary Tuberculosis.—Arneth 
asserts that in acute miliary tuberculosis there always exists a 
more or less severe thrombopenia. He studied the behavior of 
the thrombocytes in six cases of acute miliary tuberculosis, 
paying especial attention to the qualitative changes in the 
platelets. In the normal thrombocytic blood picture there are 
two distinct groups, a left one and a right one. The left group 
(always from the standpoint of the observer) contains the large, 
longish forms of platelets, which are subdivided into those 
without and those with division of the granulomere. The right 
group contains the roundish to oval platelets, which vary in size 
between 2.5 and 4 microns. In discussing the thrombocytic 
blood picture of the six patients with miliary tuberculosis, the 
author says that the thrombocyte values were reduced in all, 
the number being always below 100,000 per cubic millimeter 
and as a rule even below 50,000. But even when the values 
were below 40,000 (the critical number), there never developed 
a hemorrhagic diathesis; from this the author concludes that 
thrombopenia cannot be the only cause of that disorder. 
Although the degree of thrombopenia varied in different cases, 
there usually was a further reduction as death approached. 
About the qualitative thrombocytic blood picture the author 
says that there usually is a reduction in the longish forms (left 
side of the hemogram) and an increase in the roundish forms 
(right side); that is, it may be said that the thrombocy tic blood 
picture shows a deviation to the right. After giving a quali- 
tative analysis of the thrombocytes of the six patients, the 
author stresses the inadequacy of the mere quantitative evalua- 
tion. He shows that the reduction in the number of platelets 
in miliary tuberculosis is combined not merely with a deviation 
to the right in the qualitative picture but rather with a com- 
bination of an external right and an internal left deviation; 
that is, a relative increase in the roundish forms and with a 
corresponding, simultaneous, internal shifting of size to the 
left. The defense reaction of the organism, which is expressed 
in the latter manifestation, of course subsides when death 
approaches. 


Ide Reaction, a New Color Reaction for Syphilis.—In 
describing the technic of their new reaction, the Ides first out- 
line the preparation of the extract of ox heart. Then they 
prepare four different solutions: (1) a cholesterolized solution 
(100 cc. of the ox heart extract with 0.2 Gm. of cholesterol), 
(2) a 5 per cent acacia-benzoic solution of the ox heart extract, 
(3) a 1 per cent alcoholic (95 per cent alcohol) crystal violet 
solution and (4) a 1 per cent alcoholic solution of azure II. 
From these four solutions they prepare the “Ide” antigen by 
adding to 100 cc. of the first solution 5 cc. of the second and 
0.6 cc. each of the third and fourth solutions. A drop of biood 
(from 0.02 to 0.03 cc.) is placed on a hollow slide. Before the 
blood coagulates, one drop (0.05 cc.) of a 3 per cent solution 
of sodium chloride is added and mixed with the blood. A 
diluted reagent solution is prepared by putting 0.2 cc. of the 
Ide antigen into a small tube and adding to this 0.6 cc. of a 
2.5 per cent solution of sodium chloride and by shaking this 
mixture from twenty to thirty times. One drop of this diluted 
reagent is mixed with the drop of blood on the slide and the 
entire mixture is shaken for three minutes. Immediately after 
this, the preparation is examined under the microscope with a 
magnification of 50 diameters. The reaction is positive when 
microscopy discloses between the blood corpuscles large violet- 
blue particles. If these particles are absent, the reaction is 
negative. The authors made this test and control Wassermann 
tests on 2,350 serums. They obtained a positive Wassermahn 
reaction in 255 cases and a positive Ide reaction in 235 cases. 
However, if only the absolutely sure cases are considered, 235 
positive Wassermann reactions correspond to 229 positive Ide 
reactions; that is, there are about ninety-seven positive Ide 
reactions to every 100 positive Wassermann reactions. 


.M. A. 
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Acta Medica Scandinavica, Stockholm 
89: 231-386 (Aug. 4) 1936. Partial Index 
Aminoacetic Acid in Muscular Dystrophy. P. W. Brestrup.—p. 231. 
*New Method of Blood Transfusion. P. Hedenius.—p. 263. 
*Treatment of Diabetes Mellitus with Insulin Protaminate. E. Meller 

and Agnete M. Thomsen.—p. 308. 

*Tetany and es Question of Late Spasmophilia. G. A. Linde- 

boom and J. E. B. Wientjes.—p. 376. 

Method of Blood Transfusion.—Hedenius points out that 
at present either whole blood or citrated blood with or without 
a saline solution are used in blood transfusions. The whole 
blocd method has the disadvantage that it requires the experi- 
ence and skill of a trained surgeon. The citrate method provides 
for a more leisurely execution of the transfusion, but it intro- 
duces foreign substances into the body, which in large doses 
may have a poisonous effect. The author presents a new prin- 
ciple according to which the donor’s blood is first treated so 
that it cannot coagulate during the time necessary for making 
the transfusion. This is made possible by heparinizing the 
donor. If the latter is intravenously injected with a dose of 
heparin sufficient to give him a coagulation time of twenty 
minutes, a similar amount of time is available for carrying out 
the transfusion. From the amount of heparin injected in the 
donor, a quantity proportional to the amount of transferred 
blood, that is, generally a tenth part at the most, goes over 
to the recipient in the transfusion. This amount of heparin 
has, however, proved in the transfusion experiments to be wo 
little to lengthen the coagulation time of the recipient. This 
method, therefore, does not appear to lead to any inhibition 
of the recipient’s coagulation mechanism, which one is often 
anxious to avoid hurting. Furthermore, this method does away 
with certain inconveniences, such as the possibility of coagula- 
tion in needles, tubes and so on. The author first determines 
the coagulation time of the donor .and the recipient. At this 
time the donor is given an injection of heparin, and ten minutes 
later his coagulation time is again determined. Soon there- 
after the transfusion is begun, which in some cases is purposely 
prolonged. Ten minutes after the completion of the transfusion, 
the coagulation time of the recipient is once more determined. 
In the author's cases the recipients always had the same coagu- 
lation time before as after the transfusion. In stressing the 
advantages of this heparin method, he says that even the simplest 
apparatus may be used. All a doctor need take along for a 
blood transfusion are a syringe and a heparin ampule. 

Treatment of Diabetes Mellitus with Insulin Protami- 
nate.—Moller and Thomsen point out that during the last two 
years two methods for retarding the effects of subcutaneously 
injected insulin have been reported. Clausen obtains the desired 
retardation by adding to the insulin solution minute amounts 
of epinephrine (1: 50,000) and explains the effect as being due 
to the vasoconstriction caused by this substance. By changing 
the amount of epinephrine, the retarding effect may be graduated 
according to the exigencies of the individual case. Hagedorn, 
Jensen and others effect retardation in quite a different way ; 
namely, by using insulin protaminate. This preparation is 
injected as a suspension and is thought to become gradually 
dissolved or broken down, The authors describe their expe- 
riences with insulin protaminate in the treatment of ten diabetic 
patients. They found that it acts more slowly than ordinary 
insulin (for about twice as long), reduces the oscillations of 
the average diurnal blood sugar curve, allows a considerable 
saving of insulin (in this series an average of 28 per cent), 
makes the hypoglycemic attacks less violent but more pro- 
tracted, and makes it possible after careful adjustment com- 
pletely to free the patient from these attacks. 

Tetany and Epilepsy.—After reviewing the literature on 
the subject, Lindeboom and Wientjes describe the history of a 
patient with epileptiform convulsions. These attacks persisted 
from early childhood until the patient was in his twenties. 
Whereas at first the condition had been regarded as genuine 
epilepsy (prompt reaction to phenobarbital), the patient devel- 
oped during his twenty-third year, in addition to the general 
attacks, the symptoms of a severe tetany. For the treatment 
of the latter condition the authors employed the oil-soluble 
fraction of viosterol which does not contain vitamin D. In 
response to this, not only the symptoms of tetany disappeared 
but also the epileptiform attacks. From this the author con- 
cludes that the case is related to the group of late eclampsia. 
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